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The One Stage Proctocolectomy with Ileostomy: 
Experiences at Brooke Army Hospital* 


By 


Lr. Cotone, DonaLp G. Fany, MCt anp CoLoneL WARNER F. Bowers, MCt 


(With 5 illustrations) 
INTRODUCTION 


with ulcerative colitis has undergone 

marked changes in the last 20 years 
and has recently come of age. No longer 
should the internist temporize in the treat- 
ment of this disease until the patient is be- 
yond salvage. Aggressiveness has now re- 
placed watchful waiting and once the pa- 
tient falls within the boundaries of the sur- 
gical indications, positive surgical measures 
can virtually assure a cure and return to 
health. The complications of ileostomy no 
longer present the problems of previous 
years and improvements in anesthesia and 
surgical techniques with the help of anti- 
biotics have enabled the surgeon to reduce 


_ HE SURGICAL treatment of patients 


*An abridgement of a portion of the material 
submitted by Lt. Colonel Fahy as a thesis for the 
Master of Science Degree in Surgery from the 
Graduate School, Baylor University. 

t From the Surgical Service, Brooke Army Hos- 
pital, Fort Sam Houston, Texas. 

+ Chief, Department of Surgery and Chief, Gen- 
eral Surgery Service, Brooke Army Hospital; 
Chief of Clinical Surgery, Army Medical Service 
School; Surgical Consultant, 4th Army Head- 
quarters; Professor of Surgery, Graduate School, 
Baylor University. Present address: Tripler Army 
Hospital, APO 438, San Francisco, California. 


multiple surgical procedures to the irreduci- 
ble minimum of one operation with a lower 
mortality than was experienced formerly by 
staged excisional procedures. 


RACKGROUND 


The concept of excisional surgery for ul- 
cerative colitis is not new. The first success- 
ful colectomy in the United States was per- 
formed by Lilienthalt in 1900 for this dis- 
ease with ileosigmoidostomy. In 1916 Erd- 
mann? reported the performance of the same 
procedure. By 1919 Strauss* had done five 
colectomies. In 1924, Strauss, Friedman and 
Block* submitted one of the very early re- 
ports on total removal of the colon and 
rectum with ileostomy in stages. Subse- 
quently, however, Strauss* was content to 
stop at ileostomy and abdominal colectomy 
unless removal of the rectum became neces- 
sary. By 1944 Strauss and Strauss*® had done 
49 abdominal colectomies with ileostomy in 
two stages and 11 colectomies including the 
rectum with ileostomy in two stages. This 
experience dated from 1915. During this 
time they found that ileosigmoidostomy 
rarely achieved success. In 1938, Cave® stated 
that there had been an awakened interest in 
403 
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radical surgical measures for ulcerative colitis 
beginning in 1936. He had done six colec- 
tomies and reported that Cattell had done 16 
and the Mayo Clinic 40. In 1940, MacGuire’ 
recommended total eradication of the colon 
and rectum in one segment after a previous 
ileostomy. Lahey*® reported the first total 
colectomy, including the rectum, with ile- 
ostomy in one stage in 1949, This was done 
as an emergency procedure for massive 
hemorrhage. In 1950, Bacon and Trimpi’ 
solidified the position of excisional surgery 
by concluding that cure could not be achieved 
unless there was total removal of all the large 
bowel. Subsequently, controversy has devel- 
oped regarding the number of stages neces- 
sary to achieve the final result of permanent 
ileostomy with eradication of all the large 
bowel including the rectum. It would seem 
that the consensus should soon favor the 
one stage procedure. 


INDICATIONS FOR SURGERY 


There are two indications which make sur- 
gery mandatory. These are most frequently 
pseudopolyposis and more rarely uncon- 
trolled, massive hemorrhage. The presence 
of pseudopolyps in the colon forecasts the 
development of malignancy and once they 
have been demonstrated to be present, opera- 
tion should be performed within a very few 
days. It cannot be emphasized too strongly 
that pseudopolyposis indicates a cancer prone 
state of the large bowel. Although massive 
hemorrhage does not occur frequently, when 
it is present prompt action is nécessary. 
Hemorrhage and perforation are thought 
to be increased to some extent by the use 
of cortisone and in this respect its indiscrimi- 
nate use is not justified. Needless to say, per- 
foration of the colon requires surgical inter- 
vention. Intractability, where the patient is 
incapacitated from the economic or capability 
standpoint, usually requires surgical inter- 
vention although this type of patient may 
resist a return to gainful activity. Patients 
with fulminating or progressive disease in 
spite of intensive conservative measures de- 
serve surgical treatment. Other conditions 
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which may require surgery are anorectal 
complications, periarticular arthritis and 
iridocyclitis. 

The decision to subject a patient with ul- 
cerative colitis to surgery requires keen judg- 
ment and considerable experience. This de- 
cision frequently must be arrived at as a re- 
sult of a joint decision between the surgeon 
and internist. 

Aside from ulcerative colitis, another con- 
dition that requires removal of the colon is 
familial polyposis involving the colon because 
of its very high malignant potential. 


SURGICAL PROCEDURES 


A considerable number of surgical proce- 
dures have been used in the treatment of 
ulcerative colitis and have included cecos- 
tomy, appendicostomy, colostomy, ileostomy 
alone, vagotomy, pelvic neurectomy, colec- 
tomy with reestablishment of continuity and 
total colectomy with permanent ileostomy. 
The first four procedures can be discarded 
as inadequate because of frequent exacerba- 
tions with a high cost in morbidity and mor- 
tality. Vagotomy has been explored by such 
men as Dennis’® and Thorek."* Their reports 
appeared hopeful but only early cases would 
appear to respond. Also, because the colon 
was left intact, it still maintained its malig- 
nant potential. Hinton’*** explored the feasi- 
bility of pelvic neurectomy but has not re- 
ported on further results, Colectomy with re- 
establishment of continuity implies ileotrans- 
verse or ileosigmoid colostomy or anal ile- 
ostomy. Anastomosis of the ileum to the 
colon has been shown to be almost univer- 
sally doomed to failure. Anal ileostomy has 
been recommended by Ravitch’ and also 
used by Schneider.’® The main troubles con- 
sisted of suture line leaks and excoriation 
of the anal and gluteal skin. This leaves the 
procedure of choice which is removal of the 
entire large bowel including the rectum with 
establishment of a permanent ileostomy. Al- 
though removal of the colon and rectum has 
become generally accepted, considerable con- 
troversy remains as to how this can best be 
accomplished. Several authors’ have 
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TABLE 1 


EXPERIENCE WITH ONE STAGE ILEOSTOMy, COLECTOMY AND PROCTECTOMY 


Surgeon Date Cases mertnty Cause of Death 
Cases 
Bacon & Trimpi 22 1953 7 0 
Fallis Barron 23 1953 y 0 
Grimes et al. 24 1953 3 2 1 pulmonary edema and endocardi- 
tis; 1 fecal fistula 
McDonald 25 1953 7 0 
Palumbo & Rugtiv 26 1953 9* 0 
Black & Sholl 27 1954 28 | Cardiac arrest 
Nickel 28 1955 8 1 Leukemia 
Scarborough 21 1955 19 0 
Brooke Army Hospital 1952-1956 LZ 1 Cortisone induced adrenal failure 
Totals 95 5 (or 5.3%) 


Analysis of Deaths—only one, (or 1 per cent), died of causes attributable to the operation. The other four 


deaths could be attributed to circumstances common to any operation. 


* Two cases of familial polyposis, each series. 


recommended that the number of stages can 
be reduced to two from as many as four or 
five, but they have not been willing to go to 
a single stage. Scarborough** in 1955 re- 
corded his own series of 19 single stage 
procedures and added 64 other reported 
cases? to make a total of 83 reported 
cases with a mortality attributable to the 
operation of 1.2 per cent. Since 1953, at 
Brooke Army Hospital, the single stage pro- 
cedure has been used. Table 1 shows all of 
the reported cases including 12 cases from 
Brooke Army Hospital showing a mortality 
of 5.3 per cent with only one per cent at- 
tributable to the operation itself. 


Brooke ARMY HosPITAL SERIES 


Since 1953, when the first single stage pro- 
cedure was performed, a total of 12 have 
been done. Ten of these were for ulcera- 
tive colitis and two were done for familial 
polyposis (Figures 1 and 2). The indica- 
tions for surgery in order of frequency 
in the ulcerative colitis cases were pseudo- 
polyposis (Figures 3 and 4) in seven and 
intractability in three. There was one death 
in the group resulting from cortisone induced 
adrenal failure. This was not considered to 
be due to the operation, per se, but to cir- 


cumstances that would be associated with 
surgery of any type. One patient eviscerated 
on the fifth postoperative day, was closed 
with interrupted through and through stain- 
less steel wire and subsequently had no diffi- 


Brooke Army Hosp. 


Fic 1. Barium-air contrast study of the colon 
showing multiple familial polyps. 
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Fic. 2. Specimen of colon showing familial poly- 
posis removed in a.one stage procedure. The small 
segment removed at the perineal portion of the 
operation is demarcated by the dotted line. 


culty. The other troubles encountered in these 
patients were all associated with the ileos- 
tomy and have been reported previously. In 
the last seven cases, surgical maturation of 


Brooke Army Hosp. 
Fic. 3. Barium study in a patient with ulcerative 
colitis and pseudopolyposis. 
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Brooke Army Hosp. 


Fic. 4. Specimen of colon from a patient with 
ulcerative colitis showing pseudopolyps removed in 
a one stage procedure. The small rectal segment 
located in the lower center demonstrates how low 
the dissection can be taken from the abdominal 
side making the perineal portion of the procedure 
relatively simple. The small bit of skin, subcutane- 
ous tissue and fascia in the upper center represent 
tissue removed in making the defect for the ileos- 
tomy. 


the ileostomy was achieved and this has 
eradicated dysfunction and all its attendant 
sequelae. It is our firm conviction at Brooke 
Army Hospital that in the proper hands the 
procedure of choice for ulcerative colitis and 
familial polyposis is a single stage removal 
of the entire colon and rectum with a sur- 
gically matured permanent ileostomy. 

There are additional facts in the Brooke 
Army Hospital series that are worth men- 
tion. There were three patients with carci- 
noma all of whom had multiple foci. Two of 
these had long standing ulcerative colitis of 
over 12 years. One patient had a two stage 
procedure in 1952 and four years later had 
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a known recurrence. The other patient was 
admitted to the hospital with multiple metas- 
tases and died without surgical intervention. 
The third patient with carcinoma was a 28 
year old male with familial polyposis. His 
original complaint was intestinal obstruction 
and after a decompressing transverse colos- 
tomy, he had a one stage total removal of the 
colon and rectum with a permanent sur- 
gically matured ileostomy and has done well 
for nine months. 

There were two patients who had con- 
tinuity of their bowel reestablished. The first 
patient was operated upon at an Army hos- 
pital overseas. He had a right hemicolectomy 
with ileotransverse colostomy. After arriving 
at Brooke Army Hospital, sigmoidoscopic 
examination showed the continued presence 
cf ulcerative colitis. Further surgery was 
recommended but he refused and subse- 
quently met a disposition board and was dis- 
charged from the Service. The second pa- 
tient was a 16 year old white male with a 
long history of ulcerative colitis with pseudo- 
polpys demonstrated on x-ray. At the time 
of surgery, sigmoidoscopic examination 
showed the rectal mucosa to appear relatively 
normal. Because of the patient’s age, his nor- 
mally appearing rectal mucosa and his prob- 
able inability to handle an ileostomy satis- 
factorily, an abdominal colectomy and a low 
ileosigmoidostomy were performed. Subse- 
quently, although he has been relatively 
asymptomatic, he does have persistent dis- 
ease in his remaining segment and will come 
to ileostomy and abdominoperineal resection 
in the near future. This patient also presents 
another interesting complication. He was 
hospitalized recently with an episode of 
pyoderma of the legs. 

There have been four patients who have 
had anorectal troubles in the form of ab- 
scesses and fistula. Although these were not 
the primary indication for surgery, three of 
these patients were operated upon for in- 
tractability with anorectal troubles figuring 
prominently in the final decision. 

It is interesting to note that in addition 
to the 12 one stage procedures there have 
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been five patients who had staged procedures. 
One of the patients who had the rectal seg- 
ment remaining refused further surgery, al- 
though she was still symptomatic. She has 
been lost to follow-up. One patient had a 
three stage procedure plus five revisions of 
his classical ileostomy. This patient never 
did well until his rectum was removed, fol- 
lowing which he regained his normal weight. 
He continued to have recurrent fistulas from 
his ileostomy into the subcutaneous region 
and has never been completely well. There 
were three patients who had two stage pro- 
cedures. One of these patients had the sec- 
ond stage done two weeks following the first 
for carcinoma. The other two patients had 
their second stage approximately six months 
following the first and did not do well until 
the second stage had been completed. This 
is merely further evidence that in ulcerative 
colitis, all of the diseased bowel must be re- 
moved before recovery can be expected. This 
point cannot be too strongly emphasized 
along with the feeling that the operation can 
and should be done in one stage. Figure 5 
represents a typical surgically matured ileos- 
tomy six months postoperatively. 


Brooke Army Hosp. 


Fic. 5. A typical surgical matured ileostomy 
six months postoperatively. 
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SUMMARY AND CONCLUSIONS 


Ulcerative colitis requires surgical extir- 
pation as soon as pseudopolyps are demon- 
strated to be present because of the high 
incidence of carcinomatous degeneration. 

Other indications for surgery include se- 
vere hemorrhage, perforation, intractability 
as evidenced by failure of medical manage- 
ment and persistent exacerbations. More un- 
usual indications include arthritis, anal com- 
plications (such as abscess and fistula), and 
iridocyclitis. 

Experience at Brooke Army Hospital has 
shown that patients requiring surgery toler- 
ate a one stage total procedure better than 
a multiple staged attack in that the recovery 
is quicker and more complete with fewer 
complications. 

Use of the surgical maturation technic of 
Turnbull has obviated the previous sequelae 
incident to ileostomy. 
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Surgically Matured Ileostomies and Colostomies: 
Experiences at Brooke Army Hospital* 


By 
Lr. Cotonet Donatp G. FAny, MC,t CoLoneL WARNER F. Bowers, MCt 


ileostomy problem has approached any 

degree of resolution. Previously, ile- 
ostomy has been misused, abused, misunder- 
stood and grossly condemned. Because of 
such circumstances the ileostomy patient has 
been subject to a difficult existence, at times 
worse than the original disease. In hind- 
sight, it is remarkable that forty years should 
elapse from the first clearcut description of 
the ileostomy in 1913 by John Young Brown’ 
to the first factual description of ileostomy 
maturation and dysfunction which was pub- 
lished in 1953 by Turnbull.? And yet, the 
fact remains that only since then has an 
understanding of this problem been achieved 
sufficient to allow the performance of this 
procedure, in association with colectomy, 
with virtual assurance of success. Categori- 
cally, where indicated for ulcerative colitis 
or polyposis of the colon, ileostomy is useless 
unless used in conjunction with additional 
extirpative measures, 


|: IS only within recent years that the 


GENERAL CONSIDERATIONS 


There is little doubt that the present 
knowledge of ileostomy would not be avail- 
able to us without the many and frequently 
futile efforts of our predecessors. Certainly 
the complications of ileostomy were well 
documented such as prolapse, retraction, skin 


* An abridgement of a portion of the material 
submitted by Lt. Coloney Fahy as a thesis for the 
Master of Science Degree in Surgery from The 
Graduate School, Baylor University. 

+ From the Surgical Service, Brooke Army Hos- 
pital, Fort Sam Houston Texas. 

* Chief, Department of Surgery and Chief, Gen- 
eral Surgery Service, Brooke Army Hospital ; Chief 
of Clinical Surgery, Army Medical Service School ; 
Surgical Consultant, 4th Army Headquarters; Pro- 
fessor of Surgery, Graduate School, Baylor Uni- 
versity, Present address: Tripler Army Hospital, 
APC 438, San Francisco, Calif. 


irritation and erosion, fistula formation, ob- 
struction, and fluid and electrolyte derange- 
ments. In 1941, Garlock* indicated that place- 
ment of sutures between the mesentery of the 
ileum and the parietal peritoneum would pre- 
vent prolapse and retraction and this has 
proved to be true. The skin erosion problem 
was attacked successfully in 1936 when the 
Koenig-Rutzen appliance was devised and 
used.* In 1951 Warren and McKittrick® 
emphasized that careful performance of the 
ileostomy was mandatory for prevention of 
fistula formation and that no stitches should 
ever be placed in the ileum itself. Although 
Bartels® in 1946 made one of the early refer- 
ences to dysfunction, Warren and McKit- 
trick® were among the first to realize that 
dysfunction rather than the ileostomy itself 
was the cause of difficulties such as obstruc- 
tion and fluid and electrolyte problems. It 
remained then for Turnbull? to classify dys- 
function from the standpoint of reasons for 
its occurrence, manifestations and methods 
of successful treatment. These methods also 
have been used with colostomies at Brooke 
Army Hospital. Although surgical matura- 
tion does not play the important role in 
colostomy that it does in ileostomy, it does 
make a better functioning colostomy and a 
better final result. Figure 1 is a graphic il- 
lustration of the difference surgical matura- 
tion produces. This patient had a widely 
diverting transverse colostomy performed 
for inoperable carcinoma of the large bowel 
at the splenic flexure. The proximal stoma 
was surgically matured and the distal stoma 
was merely exteriorized. One can readily 
see the reaction present in the distal stoma 
compared to the proximal stoma. This is 
the same reaction that produces the dys- 
function in the ileostomy with all its at- 
tendant sequelae and which surgical matura- 
tion eradicates, 
409 
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Fic. 1. A widely diverting colostomy in a patient 
with inoperable carcinoma of the splenic flexure 
with the proximal stoma surgically matured. The 
distal stoma in the midline shows the severe peri- 
toneal reaction that also occurs 14 days postopera- 
tively in classical ileostomy. 


TECHNICAL CONSIDERATION 

The original description of the classical 
ileostomy was recorded in 1913." This was a 
single barrel, end or transverse type of ile- 
ostomy and is still used today with modifica- 
tions. Although it was adopted and used, it 
was always feared because of a high mor- 
tality rate and other complications of ulcera- 
tive colitis that were attributed to ileostomy 
rather than to an advanced stage of the dis- 
ease. Its proper evaluation was never 
achieved until these other factors in asso- 
ciation with ulcerative colitis were better 
understood. The fact that ileostomy troubles 
were recognized was evidenced by the intro- 
duction of split thickness skin grafting of 
the ileostomy in 1941 by Dragstedt.’ This 
was taken up by Black and Sholl® who in 
1954 reported on 80 cases. Although 72 pa- 
tients eventually achieved a_ satisfactory 
stoma, the difficulties were considerable. A 


Military Medicine—June, 1957 


modification of this was advanced by Wells® 
in 1952 when he advocated the use of a full 
thickness pedicle graft on the top side of the 
ileostomy with a split thickness graft to the 
underside. He appeared pleased with his re- 
sults but this method has not been generally 
used. Turnbull? in 1953 recommended that 
a mucosal graft of the terminal half of the 
ileostomy be fashioned one week postopera- 
tively and sutured to the skin. One year later 
he and Crile’® recommended that this method 
be used at the original operation and the ile- 
ostomy appliance, as had been recommended 
earlier, be applied at that time using Derma- 
guard* to seal the defect between the ile- 
ostomy and the appliance. These authors 
reported on two series of patients, one hay- 
ing classical ileostomy and the other the im- 
mediate mucosal graft. The superiority of 
the latter group was demonstrated by dis- 
appearance of dysfunction and its associated 
fluid and electrolyte problems. Previously in 
1952, Brooke" in England described com- 
plete eversion of the ileac stoma at the time 
of the operation. He did not, however, 
emphasize the physiological role of the ever- 
sion in prevention of dysfunction. After the 
appearance of Turnbull’s paper and an at- 
tempt at one mucosal graft which was suc- 
cessful it was felt, at Brooke Army Hospital, 
that the Brooke procedure would be simpler 
to perform and yet achieve the same result. 
Accordingly, this has been used since and has 
been designated “Full Thickness Eversion” 
(Figure 2). 


Brooke Hospitrat SERIES 


During the four years from July 1952 to 
June 1956, thirteen ileostomies in associa- 
tion with colectomy have been performed at 
Brooke Army Hospital. There were two 
classical ileostomies, five with skin graft, and 
six which were surgically matured. The re- 
sults are tabulated in Table 1. All the com- 
plications occurred in the classical and skin 


grafted groups. The successful classical ile- 


* Manufactured by the John F. Greer Company, 
Oakland, Calif. 
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Surgically Matured Ileostomies and Colostomies 


Fic. 2. Method of producing full thickness ever- 
sion of the ileum in achieving surgical maturation. 


ostomy was our first attempt at surgical 
maturation to be performed one week post- 
operatively but it was short and matured by 
itself very quickly. Two years postopera- 
tively, this patient continues to do well and 
by x-ray study shows no pre-stomal dilata- 
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tion. In accordance with the report of 
Fleischner, Banks and Mandelstam’* who 
showed that patients with normally func- 
tioning ileostomies did not have a dilated 
pre-stomal loop on x-ray study, this indicates 
a successful ileostomy. The other patient 
with classical ileostomy required five revi- 
sions because of fistula formation and had 
a recurrence of the fistula after each revi- 
sion with resulting abdominal wall, burrow- 
ing abscesses which remain uncontrolled. In 
the skin grafted group, only one patient of 
five has continued without difficulty and is 
now in her fourth postoperative year. Of 
the other four, one died immediately post- 
operatively of cortisone induced adrenal fail- 
ure, one has his skin grafted stoma intact 
but has had three further hospitalizations 
for small bowel obstruction during his three 
postoperative years, one had moderately se- 
vere dysfunction which persisted for one 
year when he developed gangrene of the 
stoma requiring revision of the ileostomy 
leaving it flush with the skin level which 
has functioned well in the subsequent three 
years, and one patient has had persistent 
dysfunction with perforation requiring revi- 


TABLE 1 


TABULATION OF RESULTS OF THIRTEEN ILEOSTOMIES 
Brooke Army HospItTAL 


1952-1956 = g § gigas. 
= ae) 2 = 
lleostomy > 3 we = = = 
Classical 2 1 1 0 0 1 0 0 1 1 2-4 OQ One patient—recur- 
x5 rent subcutaneous 


Skin grafted _ 5 4 0 Oo 0 3 3 


Surgically 


fistula with abdom- 
inal wall abscess. 
One patient died— 
cortisone induced 
adrenal failure 
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Fic. 3. Dilated pre-stomal loop in a patient with 
persistent stomal obstruction two years postopera- 
tively requiring the constant use of a catheter. 


sion and finally permanent use of a #28 
soft rubber right angle catheter maintained 
in place by an inflatable cuff. With the 
catheter in place, the patient does well but 
she cannot go without it and her pre-stomal 
study continues to show dilatations (Figure 
3). Of the six patients who have had surgi- 
cal maturation of the ileostomy, two were 
operated upon for familial polyposis and 
four for ulcerative colitis. None have had 
any ileostomy troubles. All have been done 
in the past year, the oldest having been per- 
formed just one year ago. X-ray studies of 
the pre-stomal region in all of these cases 
have shown no dilatation (Figure 4). 


SUMMARY AND CONCLUSIONS 
The proper use of ileostomy is in associa- 
tion with extirpation of the colon and should 
not be used by itself in treatment of such 
diseases as ulcerative colitis and familial 


polyposis. 


Military Medicine—June, 1957 


Fic. 4. Normal pre-stomal loop seen in a patient 
with surgical maturation, six months postopera- 
tively. 


The concept of ileostomy dysfunction is 
now well documented and well understood. 

The complications of ileostomy including 
obstruction and fluid and electrolyte difficul- 
ties are all due to ileostomy dysfunction, not 
to the ileostomy itself. 

Surgical maturation of an ileostomy or 
colostomy at the time of operation is the 
procedure of choice whether it be the mu- 
cosal graft of Crile and Turnbull or the full 
thickness eversion of Brooke as utilized at 
Brooke Army Hospital. 
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“There is all the difference in the world between duty and duties. Duty is a 
noble word and signifies the discharge ofan unwritten debt of honour, some- 
thing which you are bound to perform, something which reaches spiritual 
heights ; duties are things we ought to perform and often do not: for example, 
a University professor may perform his duties ill, well or just middling. . . . 
In doctoring you cannot discharge your duty (singular) to your patients on 


a forty-hour week basis.” 


S1tr Gorpon BELL: from his address at the 


Univ. of Otago, December 1954 


An Evaluation of the Mechanical Treatment 
of Snake Bite* 


CoMMANDER R. S. Leopotp, MSC, U. S. Navy; Lizeutenant G. S. Huser, MSC, U. S. Navy; 
AND LiruTENANT (JG) R. H. KatHan, MSC, U. S. Naval Reservet 


Rabbits (84) were injected with Crotalus adamanteus venom (approx 4 mg/kg body wt) 
and treated in four different ways: immobilization; immobilization and tourniquet; im- 
mobilization, incision and suction; and simple return to cage. Results indicate rabbits live 
longest when immobilization with or without tourniquet is used; the use of incision and 
suction with immobilization shortens the time to death and is contraindicated. Rabbits 
injected and returned to cages immediately lived the shortest length of time and served as 


experimental blanks. 


INTRODUCTION 


N THIS country the commonly accepted 
I first aid treatment for snake bite is the 

tourniquet-incision and suction method 
of Crimmins and Jackson,’ even though evi- 
dence supporting the effectiveness of this 
treatment is not too convincing. In other 
parts of the world, where snake bite is an 
acute problem, the method has been con- 
demned as useless or even contraindicated.” * 
After making a study* of snake bite kits, 
per se, it was evident that the method of 
treatment itself should be studied to deter- 
mine whether it possessed reliability or 
effectiveness. 


METHOD 


Rabbits were selected as the experimental 
animal after a consideration of size, docility, 
and cost. Crotalus adamanteus venom was 
chosen as being a good representative venom 
for experimentation. The number of mouse 
LDso’s per mg of desiccated venom ranges 
from 8 for Agkistrodon mokasen to 50 for 
Crotalus viridis; C. adamanteus venom 


* This work is not to be construed as necessarily 
reflecting the views of the Department of the Navy. 

+t Department of Chemistry, Naval Medical Field 
Research Laboratory, Camp Lejeune, North Caro- 
lina. 
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ranges from 30 to 35 mouse LDso’s/mg.® 
The dried venom possesses about the same 
potency from lot to lot and is easily handled; 
it is also stable for quite some time under 
refrigeration. 

A convenient dosage rate was established 
by injecting various known amounts of 
venom into rabbits and observing the time 
necessary for death to result when no treat- 
ment was administered. The effect of treat- 
ment on the time required for the rabbit to 
die following injection was taken as an in- 
dex of the effectiveness of the treatment. 
No hospital type treatment such as trans- 
fusion was attempted. 


MATERIALS 


a. Standard snake bite kits as sold by 
various manufacturers ; 

b. Rectangular frames 18” X 32” made 
of 1” X 4” lumber, screw eyes were 
placed in each corner of the frames; 

c. Rabbits: mixed color, mixed sex, wt 
1.5 to 4.4 kg, aged 3 to 8 months; 

d. Venom: Desiccated C. adamanteus. 
Ross Allen’s Reptile Institute, Silver 
Springs, Florida ; 

e. One cc tuberculin syringes with 23 
gauge, 34” needles; 

f. Razor blades and holder. 
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PROCEDURE 


Venom solution was prepared, immedi- 
ately before use, by suspending 100 mg of 
dried venom in 5 ml of distilled water. This 
gave an opalescent solution containing 20 
mg/ml. 

A series of rabbits was injected with 2, 4, 
5, 6 and 8 mg of venom/kg body wt. These 
were treated in the same fashion as the 
blanks (see No. 1 below). The time interval 
between injection and death was noted. From 
this an optimum dosage range was estab- 
lished. 

Eighty-four rabbits were divided into 
four groups according to treatment. Each 
rabbit was injected intramuscularly, in the 
left thigh, with 4 to 6 mg of venom/kg body 
wt. The groups were treated as follows: 

1. BLANKS. Twenty rabbits were in- 
jected. They were returned to their cages 
with free access to food and water and with- 
out further treatment. The interval between 
injection and death was recorded. 

2. CONTROLS. Twenty-four rabbits 
were immobilized, spread-eagled, in a supine 
position, by tying a leg to each corner of a 
frame. They were then injected. Four hours 
after injection they were removed from the 
frames and returned to the cages with food 
and water ad lib. The interval from injec- 
tion to death was recorded. 

3. TOURNIQUET. Eighteen rabbits 
were immobilized in the same fashion as the 
controls. A tourniquet was placed loosely in 
position high on the left thigh. Each rabbit 
was then injected. One minute after injec- 
tion the tourniquet was tightened with 
enough pressure to restrict venous flow but 
not enough to stop arterial flow. Four hours 
after injection the tourniquets were re- 
moved, the rabbits were removed from the 
frames and returned to the cages with food 
and water ad lib. The interval from injection 
to death was recorded. 

4. INCISION AND _ SUCTION. 
Twenty-two rabbits were immobilized in the 
same fashion as were the controls. The 
inner side of the left thighs were clipped and 


TABLE 1 


MEAN INTERVAL TO DEATH AND 
STANDARD DEVIATION 


Standard 

Group Mean Deviation 
Blanks 188 minutes + 81 minutes 
Controls 517 minutes +134 minutes 
Tourniquet 511 minutes +180 minutes 


Incision and Suction 375 minutes +131 minutes 


shaved. Each rabbit was then injected. One 
minute after injection a cut was made, with 
the lancet provided in a snake bite kit, over 
the site of injection and in line with the 
path of the needle, 4” in depth and 4” in 
length. Suction was then applied immedi- 
ately with a pump from a kit. Suction was 
maintained for fifteen minutes. Four hours 
after injection the rabbits were removed 
from the frames and returned to the cages 
with food and water ad lib. The interval 
from injection to death was recorded. 


RESULTS 


Half of the rabbits receiving a dose of 
2 mg/kg body wt survived. The interval 
from injection to death decreased with an 
increase in dosage up to the level of 4-5 
mg/kg. Increasing the dose above this level 
did not further decrease the survival time. 
The optimum lethal dose was taken as 4-5 
mg/kg. The LDso is probably in the vicinity 
of 2 mg/kg. Billing* gives the MLD for C. 
adamanteus venom in rabbits as 0.4 mg/kg. 

The mean interval to death and standard 
deviation for each group is given in Table 1. 
The groups were compared by the applica- 
tion of Student’s “t” test. The resulting 
values are tabulated in Table 2. 


DISCUSSION 


It is evident that these experiments did 
not follow the standard method of tourni- 
quet-incision and suction. The sole purpose 
of these experiments was to demonstrate 
under the condition of restricted lymph flow, 
brought about by immobilization of the 
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TABLE 2 


SIGNIFICANCE OF DIFFERENCE BETWEEN RaBBit Groups INJECTED WITH 
Crotalus adamanteus VENOM 


Blanks 10.2640 7.4934 5.9535 }No Immobilization 
Conte lal immobilized 
for four hours 


Incision and Suction) 


The subscript numerals are degrees of freedom. Only controls vs. tourniquet (t =0.23) are the same. All 


other combinations differ significantly. 


animal, whether suction removes enough 
venom to allow the animal to survive for a 
longer period of time than it would without 
the suction. With accurate knowledge of 
where the venom was injected, where to in- 
cise to hit any so called “venom pocket,” and 
15 minutes of suction on a shaved site, there 
was not enough venom removed to allow the 
animal to live any longer than without the 
suction. In fact, the pumping and manipula- 
tion apparently produced faster venom 
spread and the animals died more rapidly. 

The use of a tourniquet does not change 
the time to death if the animal is immobil- 
ized. In actual first aid a tourniquet may be 
substituted for immobilization and serve to 
slow the spread of venom. These experi- 
ments were not designed to show anything 
on this point, inasmuch as no way was 
found to keep a tourniquet in place on a 
freely moving rabbit. It was observed that 
animals with tourniquets had much more 
local leg damage than did the controls. This 
damage was not critically compared so no 
definite conclusions are justified from this 
observation. 

CoNCLUSIONS 

1. Immobilization appears to be helpful 

in the treatment of snake bite. 


2. The tourniquet apparently does not in- 
crease or decrease survival time over that 
of immobilization. 

3. Incision and suction not only fails to 
aid but in fact decreases the survival period. 
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The Wholesomeness of Irradiated Food and Its 
Military Implications* 


By 


H. F. Kraysitt, Px.D.7 
AND 
CoLoneL Tyron E. Huser, MC, U. S. Armyt 


(With 3 illustrations) 


foods greatly contribute to the im- 

proved performance, health, and mo- 
rale of military personnel, as was amply dem- 
onstrated in Korea and during the two 
World Wars. Despite this experience, it 
has not been feasible in the military estab- 
lishment to supply large amounts of perish- 
able subsistence to soldiers stationed in over- 
seas Theatres of Operation. 

The advent of canned and dehydrated ra- 
tion items occurred during World War II. 
Although these items can withstand long 
periods of unrefrigerated storage and are 
economical to transport, handle and issue, 
the present day thermal or dehydration proc- 
essing procedures make certain vegetable 
products and meat items to be less acceptable 
to the troops than the comparable fresh items. 

With the development of destructive 
nuclear weapons, increasing quantities of 
spent fuel rods from atomic reactors have 
become available. Accordingly, during the 
post-World War II era, an entirely new con- 
cept of preservation of foods, employing 
ionizing radiation, was developed. The uti- 
lization of wastes from atomic reactors, 
mixed fission products or single radioactive 
elements such as cobalt-60 for radiation pres- 
ervation of food represents an important 
advance in the peaceful uses of nuclear 


graty but highly acceptable 


* Presented at 63rd Annual Convention, Associa- 
tion of Military Surgeons, United States of 


America, Hotel Statler, Washington, D.C., Novem- 
ber 12-14, 1956. 

t Medical Nutrition Laboratory, Fitzsimons Army 
Hospital, Denver 8, Colorado. 

+ Research and Development Division, Office of 
The Surgeon General, Department of the Army, 
Washington 25, D.C. 


energy and offers the following advantages 
in the supply and conservation of perishable 
subsistence: 

(1) conservation of the supply of pota- 
toes and onions by inhibition of sprouting, 
(2) conservation of cereal products by de- 
struction of insect infestations, (3) destruc- 
tion of the trichina parasite in pork, and (4) 
extension of shelf life of fresh vegetables 
and meats without refrigeration. 

Food-spoilage bacteria can be destroyed 
with beta or gamma radiation and _ since 
sterilization of a food item can be accom- 
plished with only a small rise in temperature, 
amounting at most to no more than 10° C. 
This method has been termed “cold steriliza- 
tion.” Thus an irradiated food, for example 
fresh meat, remains essentially fresh, retains 
color and sustains few of the structural im- 
pairments caused by heat sterilization. 
Therefore, it may be possible in the near 
future to supply to combat troops perishable 
food items which have been sealed in plastic 
packets or metal containers and sterilized by 
beta or gamma radiation. By this same radi- 
ation-sterilization process, a suitable “in 
flight” ration could be made available to Air 
Force units. 

In 1954, the Department of the Army in- 
itiated, supported, and coordinated a broad 
program of research relating to radiation 
preservation of food. Approximately 47 uni- 
versity research groups, as well as the Quar- 
termaster Food and Container Institute for 
the Armed Forces, Chicago, Illinois, and the 
Medical Nutrition Laboratory, Fitzsimons 
Army Hospital, Denver, Colorado, are now 
participating in this research and develop- 
ment program. The Quartermaster General 
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has been responsible for the technological 
developments of the process, whereas The 
Surgeon General has been charged with the 
task of determining whether irradiated foods 
may be fed safely to humans. The Food and 
Drug Administration of the Department of 
Health, Education, and Welfare has collab- 
orated in formulating the design of the ani- 
mal experiments relating to the toxicity 
studies. In addition, the Department of Agri- 
culture as well as the National Cancer Insti- 
tute, National Institutes of Health of the 
U. S. Public Health Service, Department of 
Health, Education, and Welfare, has pro- 
vided consulting services to the Surgeon 
General of the Army. Although it is unlikely 
that toxic degradation products may be pro- 
duced from the alteration in the chemical 
structures of irradiated foods, it must be 
demonstrated that foods prserved in this 
manner are non-toxic, safe for human con- 
sumption, and also of nutritional value equal 
to that of foods preserved by the conven- 
tional methods of canning or dehydration. 

The wholesomeness studies have been di- 
rected along two major lines of approach: 
(1) potential toxicity, and (2) nutritional 
adequacy. It must be established through ex- 
tensive toxicity testing that the irradiated 
food-product is free from induced radio- 
activity, toxic by-products, and carcinogenic 
agents. To completely evaluate toxicity and 
nutritional adequacy, various species of ani- 
mals, such as the rat, mouse, dog, monkey 
and chicken, were utilized in this testing 
program. 

In the feeding experiments with experi- 
mental animals, observations are usually 
made on growth, reproduction, food con- 
sumption, lactational performance, and lon- 
gevity or survival time. To supplement these 
observations, it is desirable to include in the 
experimental plan a measure of cellular me- 
tabolism such as enzyme analyses of tissues 
of the animals fed the irradiated diets. 


INDUCED RADIOACTIVITY 


Peterson and co-workers" reported that 
after an atomic explosion, food in unbroken 


containers would be safe for human con- 
sumption. Meinke’® demonstrated that there 
was no detectable amount of radioactivity in 
24 elements commonly present in food which 
had been irradiated with a kilocurie cobalt- 
60 source. Although the level of radiation 
used thus far involved beam energies con- 
siderably below 10 Mev, several investigators 
are studying the possibility that fast elec- 
trons with beam energies beyond this level 
might induce measurable amounts of radio- 
activity. However, from the information cur- 
rently available, it would appear that radia- 
tion processing of foods does not induce 
radioactivity. 


Toxicity STUDIES WITH EXPERIMENTAL 
ANIMALS AND HUMAN TEST SUBJECTS 


One of the earliest feeding experiments 
on irradiated foods was conducted by Da- 
Costa and Levenson in 1951° at the Medical 
Nutrition Laboratory. Their investigations 
concerned the effect of feeding a beta-irradi- 
ated synthetic ration to male and female 
weanling rats. They found no deleterious 
effect on growth but did note that there was 
an impairment in the fertility of the male 
and an increased mortality in litters, which 
they believed was due to vitamin E destruc- 
tion. These findings were later confirmed by 
the Swift and Company Research Labora- 
tories in their studies on feeding of irradi- 
ated ground beef to-rats. Vitamin E sup- 
plementation of the diet corrected the prob- 
lems of male infertility and decreased viabil- 
ity of young. 

Short-term feeding experiments on ir- 
radiated foods initiated early in 1954 by The 
Surgeon General of the Army were designed 
for securing toxicity clearance on a wide 
spectrum of irradiated foods to permit test- 
ing by a palatability panel at the Quarter- 
master Food and Container Institute, as well 
as to permit the testing of these foods on 
human volunteers on the metabolic ward of 
the Medical Nutrition Laboratory. Forty 
irradiated foods have been cleared by these 
short-term (8-week) feeding tests and, on 
the basis of similarity in composition and 
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type, an additional sixty-nine foods have 
been cleared for palatability panel evaluation. 

In other laboratories no toxic effects have 
been demonstrated in the long-term feeding 
experiments on irradiated butterfat,” organ 
meats,* dried whole eggs,’* and beef.? 

A completely irradiated diet composed en- 
tirely of nine irradiated foods and com- 
pounded to provide the proper levels of fat, 
protein, and carbohydrate is being fed to 
rats in a 2-year experiment at the Medical 
Nutrition Laboratory. No adverse effects 
from feeding this completely irradiated diet 
through the first two generations have been 
demonstrated (Fig. 1). 

A ration consisting of irradiated ground 
beef comprising 50 percent of the total calo- 
ries of the diet has been fed to dogs for ap- 
proximately 13 months without any adverse 
effects on growth or other evidence of tox- 
icity.6 An irradiated ration has also been fed 
to chickens for 56 weeks with no deleterious 
effect on growth, reproduction, or food con- 
sumption.*® 

Investigations are currently being con- 
ducted at the Wisconsin Alumni Research 
Foundation’® to determine whether irradia- 
tion of sterol-containing extracts of egg, 
yeast, and pork will induce spontaneous 
tumor formation in rats and mice when in- 
jected, fed, or painted on the skin of the test 
animal. Thus far, there has been no evidence 


EFFECT OF IRRADIATED AND NON- IRRADIATED DIETS"ON GROWTH OF ALBINO RATS 
CONTROL DIET IRRADIATED DIET (6 X 10*rep) 


pays 
Medical Nutrition Lab., Fitzsimons Army Hosp. 


Fic. 1 


*Diet compounded from nine individually tested 
food items plus untreated vitamins. 
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Fic. 2. Acceptability of typical irradiated and non- 
irradiated foods. Percentage distribution of ratings 
by human volunteers. 


that irradiated food products are carcino- 
genic. 

The irradiated foods previously tested on 
experimental animals have also been fed for 
periods of 30 days to 10 human volunteers at 
the Medical Nutrition Laboratory. These 
foods have been fed at levels of 35, 65, 80, 
and 100 percent of the total calories in the 
diet. No untoward effects have been ob- 
served, and the human volunteers have indi- 
cated, with only a few exceptions, equal ac- 
ceptance of non-irradiated and irradiated 
foods (Figure 2). 


EFFECT ON LIFE SPAN 


There is a paucity of available information 
concerning whether feeding of irradiated 
foods affects the longevity of experimental 
animals. However, the feeding of irradiated 
ground beef and raw beef to rats for four 
successive generations or for two years” has 
demonstrated that the average survival time 
for the rats on the unprocessed beef ration 
exceeded that for the animals on the irradi- 
ated beef product (Table 1). Similar ex- 
periments conducted by Brownell and co- 
workers® using a heat-processed beef and an 
irradiated heat-processed beef fed at 50 per- 
cent level (dry basis) in the diet to rats 
demonstrated that the survival time of the 
animals on the radiation sterilized beef was 
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TABLE 1 
: SuMMARY OF DATA ON MorTALITY AND LIFE SPAN OF RATs RAISED ON DiETS CONTAINING Su: 
IRRADIATED OR NON-IRRADIATED BEEF 
(60 Percent of Total Calories) = 
Males Females 
Non-Irra- Irradiated Non-Irra- Irradiated 
diated Beef Beef diated Beef Beef mee 
Number of rats started 40 40 40 40 - 
Deaths during Experiment: a 
a. 0O- 30 weeks 0 1 0 0 b 
b. 31- 52 weeks 0 3 1 1 c 
c. 53— 78 weeks 8 7 0 7 d 
d. 79-104 weeks 17 12 12 13 
Total 25 23 13 21 Ani 
Animals Sacrificed during Experiments* 10 10 10 10 Ave 
Animals Surviving at end of 104 weeks 5 7 11 9 
Average days survival (on experiment) — 
and standard errort 614+18.8 581+24.9 685 +14.7 612+21.8 * 
* Random selection at specified intervals for histopathological examination (not included in life span sf” 
calculation). 
t Potential life span limited experimentally to 728 days (2 years). Life span of experimental animals was 
significantly shorter for both sexes (P <0.05). bee 
(Privately sponsored research, Courtesy of Swift and Company Research Laboratories.) tior 
in 
essentially the same as that for animals on _ believed to be toxic. am 
a heat-sterilized product (Table 2). Radiation induced changes in protein qual- twe 
ity are under investigation by Johnson and nat 
NutritionaL ADEQUACY collaborators.® A slight loss of nutritive value occt 
It is obvious that the nutritive quality of has been observed following the irradiation that 
radiation-processed foods should be similar of several meat and vegetable proteins 
or excel the nutritional adequacy of unproc- (Table 3). It has been demonstrated by 
essed and heat-sterilized foods. In such an Johnson® that the biological value of milk 
evaluation, the biochemical effects of ioniz- protein was reduced by heat treatment and Com 
ing radiations on the macronutrients (fat, by irradiation. Radiation processing of milk 
carbohydrate, and protein) and the micro- produces a significant loss of cystine, a limit- Pon 
nutrients (vitamins) are determined. ing amino acid in milk. However, in the case 
: The irradiation of fat, similar to natural of lima bean protein, both heat and irradia- 
oxidation, produces peroxides. Fats that tion treatment increase the biological value, . 
have been irradiated extensively so as to pro- heat treatment being the more effective. The 
duce peroxide values of 400 to 1200 are toxic — significantly greater increase in the bio- Mee 
when fed to rats.° However, fats treated at logical value of lima bean protein effected Milk 
the sterilization dose of 3 million rep (roent- by heat treatment, in contrast with radiation Peas 
gen equivalent physical) have peroxide treatment, can be explained on the basis that Lim: 
values below 100, usually in the range of 70 the destruction of a proteolytic enzyme in- " 
to 80 and Mead and coworkers? demon-  hibitor (present in lima beans) is much 
strated that rats tolerate fats with peroxide greater by thermal than by radiation proc- tB 
values below 100 with no toxic effect. Hence, essing. 
fats treated with a 3 million rep dose are not Within the past year, additional data has (Re 
versit 
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TABLE 2 


SUMMARY OF DATA ON MORTALITY AND LIFE SPAN OF RaTs RAISED ON D1ET CONTAINING 50 PERCENT IRRA- 
DIATED HEAT PROCESSED OR NON-IRRADIATED HEAT PROCESSED BEEF 


Males Females 
Non-Irra- Irradiated Non-Irra- Irradiated 
diated Beef Beef diated Beef Beef 
Number of rats started a 31 31 31 
Deaths during experiment: 
a. O- 32 weeks 0 1 0 0 
b. O- 64 weeks 3 3 Zz 3 
c. 65— 81 weeks 6 4 5 2 
d. 82-104 weeks 13 15 12 9 
Total 22 22 19 14 
Animals surviving at 104 weeks 9 9 12 17 
Average weeks survival* (on experiment) 
and standard error 90.7+13.8 93.0+13.4 92.2+412.9 94.7+13.6 


* Potential life span limited experimentally to 104 weeks (2 years). No significant difference between life 
span of animals raised on irradiated heat processed beef and non-irradiated heat processed beef. 
(Courtesy of Dr. L. E. Brownell, University of Michigan.) 


been obtained regarding the effect of irradia- 
tion on the fat- and water-soluble vitamins 
in foods.’ It has been observed that the 
amount of vitamin destruction varies be- 
tween different food items suggesting that 
natural protectors for some vitamins do 
occur. In general, the destruction is less than 
that resulting from heat sterilization. Thia- 


TABLE 3 


CoMPARISON OF METHODs OF Foop PROCESSING ON 
BIOLOGICAL VALUE OF MEAT, MILK, 
Lima BEAN, AND PEA PROTEINS 


Biological Value (Percent) 
Food Raw Heat Radiation 
Sterilized | Sterilized 
Meat 77.99 — 78.59 
Milk 89 .52* 84.26 81.76 
Peas 59.00 58.00 50.00 
Lima Bean, 44.00 64.00 50.00 


* Liquid Condensed Milk. 
Nitrogen Utilized 


t Biological Value = X 100. 


Nitrogen Absorbed 


(Reported by Dr. B. Connor Johnson (1955), Uni- 
versity of Illinois.) 


mine suffers the greatest destruction from 
radiation sterilization, of the order of 65 
percent at 3 million rep, a value comparable 
to the destruction resulting from current 
commercial food preserving techniques (Fig. 
3). The pyridoxine content in radiation steri- 
lized beef has been shown to be reduced by 
25 percent, whereas the reduction of pyri- 
doxine in heat-processed beef is reported to 
be 30 percent. Riboflavin and niacin are rela- 


PERCENTAGE DESTRUCTION OF VITAMINS IN VARIOUS FOODS 
STERILIZED BY HEAT AND IONIZING RADIATIONS 
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tively resistant to radiation sterilization in 
contrast to the destruction of these vitamins 
by heat sterilization. The other water-soluble 
vitamins which have been studied, such as 
riboflavin and folic acid, do not exhibit ap- 
preciable destruction following irradiation, 
whereas losses due to heat sterilization are 
approximately 35 percent. 


SUM MARY 


The availability of nuclear energy for the 
preservation of foods has introduced a new 
concept of food processing. This method 
may provide a means of preserving military 
ration items in the original fresh state with- 
out sustaining the structural impair- 
ment caused by heat sterilization. Radiation 
sterilized and/or preserved foods have not 
been found toxic on the basis of animal and 
human feeding experiments conducted thus 
far. The nutritive value of  radiation- 
processed foods has been found to be equal 
to that of heat-processed foods. The life 
span of laboratory animals maintained on ir- 
radiated foods has been found to be the same 
as that for animals maintained on_heat- 
processed foods. To the Armed Services, 
radiation preservation of foods offers the 
advantages of increasing the supply of 
perishable foods by extending the shelf-life 
of perishable vegetables and meats without 
refrigeration, minimizing storage deprecia- 
tion of potatoes and onions by inhibition of 
sprouting and conserving the supply of 
cereal products in storage through destruc- 
tion of insect infestation. 
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Preventive Periodontics* 


By 
CoMMANDER J. F. Peters, DC, U. S. Navyt 


HE subject of this paper is preventive 
yet the title might have 

been, with equal accuracy, “Good 
Dentistry.” At the outset, one point should 
be clarified. When I use the term preventive 
periodontics, I refer not only to the phase 
of preventive therapy that deals with pro- 
phylactic scaling and patient education in 
oral hygiene, but also to the early diagnosis 
and treatment of pathologic conditions which 
would otherwise inevitably lead to more seri- 
ous periodontal disease ; ‘for in any aspect 
of the healing arts, the reasoned and pri- 
mary approach to a problem should be, we 
know, from the preventive basis. Moreover, 
preventive periodontics is the responsibility 
of every dental officer, not merely the spe- 
cialist. Thus, when I speak of good dental 
practice, I mean that practice which brings 
to every patient the best oral health pro- 
gram possible. 

We in the profession appreciate the im- 
portance of good mechanical dentistry, for 
we know it prevenis pathologic conditions 
of the supporting periodontal tissues. In 
carrying out his mission, each dental officer 
is practicing preventive periodontics. The 
practitioner in operative dentistry who 
places a restoration, the orthodontist who 
treats malpositioned teeth, the prostho- 
dontist who inserts a successful partial den- 
ture, the dentist who patterns and constructs 
a crown or fixed prosthesis, the oral surgeon 
who extracts a hopelessly involved tooth— 


* Presented at the 63rd Annual Convention of the 
Association of Military Surgeons of the U. S., 
Hotel Statler, Washington, D.C., 13 November 
1956. 

t Periodontics Division, U. S. Naval Dental 
School, National Naval Medical Center, Bethesda, 
Maryland. 

The opinions or assertions contained herein are 
the private ones of the writer and are not to be 
construed as official or reflecting the views of the 
Navy Department or the naval service at large. 


all of these people are practicing preventive 
periodontics. 

The dental profession has progressed with 
giant strides. Dental caries has been re- 
duced about 65 per cent by the fluoridation 
of water supplies and by dietary controls. 
Restorative procedures have been bettered 
as a result of improvements made in ma- 
terial and technique through research and 
clinical evaluation. Endodontic therapy is 
based on scientific facts and on a full under- 
standing of the problems involved. However, 


‘it is rather disheartening to continue to see 


splendid examples of restorative dentistry 
in periodontally diseased mouths; it is even 
more discouraging to find patients unin- 
formed of pathologic conditions. 

Orban’ states that the periodontal mem- 
brane is the most vital part of the dental 
apparatus because, although a tooth can 
function without a pulp and its crown por- 
tion cam be restored, no human tooth can 
be maintained in health without an ade- 
quate periodontal membrane. It is the opin- 
ion of Box,? moreover, that periodontal dis- 
ease is a menace to individual and national 
health, and that this disease is the most im- 
portant single cause of loss of human teeth ; 
he states further that the present emphasis 
on dental caries, with relegation of perio- 
dontal disease to a position of secondary im- 
portance, does not contribute to the best in- 
terests of either dentistry or the public wel- 
fare. Such studies and opinions of outstand- 
ing men in our profession should focus our 
attention on the early incipiency and preva- 
lence of periodontal disease. 

It is interesting to note that in 1880, the 
life expectancy of man was 34 years. Medi- 
cine, largely through its preventive pro- 
grams, has increased the average life span 
to 69.5 years, or more than double what it 
was 75 years ago. In view of this longer 
expectancy, it is appropriate, I believe, to 

423 


amma 
| 
earch 

1956, 

Los 
. for 
il 19, 
iduce 

10) 
s by 
logy 
‘ood 

ffect 
vin, 
)-62. 
Re- 
or 
ried 
956, 

on 

of 
)56. 

by 


424 Military Medicine—June, 1957 


ask what we in the dental profession are do- 
ing to enable people, dependent on us for 
dental service, to keep their natural dentition 
throughout this ever-increasing life span. 
Specifically, what have we done to solve the 
problem of averting or preventing incipient 
destruction of the periodontal tissues and 
preventing the transition of the sulcus into 
a pathologic pocket? The answer—unfortu- 
nately, it does not warrant pride or com- 
placency—is that we have failed to give a 
realistic percentage of our time to preventive 
periodontics, and we have failed to provide 
our patients and dental personnel with the 
proper education and motivation. 

What must we do, then, to eradicate peri- 
odontal disease, which heads the list of the 
causes of the loss of teeth? First, we must 
spend more time educating our patients in 
the best concepts of oral hygiene and moti- 
vating them to better personal oral care by 
pointing out the inevitable results of poor 
oral hygiene and the rewards of persistent, 
correct hygienic practices. Every patient 
must understand that failure to use a tooth- 
brush both properly and frequently results 
in the establishment of an environment con- 
ducive to tissue breakdown. Yet, mere ex- 
hortation is not enough. Each patient’s oral 
hygiene technique must be checked and re- 
checked to determine whether he has at- 
tained proficiency. To educate and motivate 
patients to implement these procedures is 
the most important step in a preventive pro- 
gram because unless this step is accom- 
plished, office procedures will fail. 

Our second task is to educate and motivate 
our colleagues to diagnose and treat ac- 
curately the early signs and symptoms of 
periodontal disease. It is impossible, in my 
opinion, to overemphasize the importance 
of early detection of such diagnostic signs 
as changes in tissue texture, color, and archi- 
tecture ; and presence of hemorrhage or sup- 
puration; and early radiographic changes 
from the normal. Treatment or prophylaxis 
must be aimed at the elimination of etio- 
logic factors in the earliest stage. We in the 
military health services have ample oppor- 


tunity to examine our personnel. When 
examining these patients, it is imperative that 
we recognize the signs of early pathologic 
tissue changes and institute the proper 
therapy—which may consist of education in 
oral hygiene; periodontal scaling or curet- 
tage ; elimination of an irritating restorative 
margin; or correction of an open contact, a 
traumatic occlusion, or a faulty partial den- 
ture. Examinations are carried out not only 
to record defects, but also to determine and 
institute required treatment—let us never 
forget this. 

What is the past record of preventive 
periodontics in the Naval Dental Corps? The 
principal duty of all naval dental officers “is 
to treat and prevent diseases, disabilities, 
and injuries of the jaws, teeth, and related 
structures.” Navy dentists are further 
charged with responsibility for utilizing 
measures “to promote oral health by pre- 
venting diseases of the teeth and associated 
structures to the maximum extent possible,” 
for supervising “the dental hygiene of the 
personnel,” and for instituting “such meas- 
ures as .. . necessary to prevent or control 
dental disease.”* Thus, preventive perio- 
dontics is the moral and professional duty 
of every naval dental officer. 

In regard to education and training, I 
know that since my entry into the Naval 
Dental Corps in 1943, periodontics has re- 
ceived more and more emphasis, That por- 
tion of the Naval Dental School’s General 
Postgraduate Course dealing with perio- 
dontology has been continually developed 
and expanded to keep pace with the most 
recent concepts and techniques in this field. 
Until recently, few dental schools offered 
any type of graduate study in periodon- 
tology; but as these courses have developed 
at different civilian institutions, they have 
been made available to naval dental officers. 
Courses in oral hygiene are maintained for 
naval dental technicians, and this training is 
supplemented by in-service training pro- 
grams. Literature on the care of the teeth 
and the prevention of dental disease has 
been compiled, published, and distributed to 
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personnel ; and three training films on these 
same subjects have been produced. At 
naval recruit stations, lectures and films on 
the basic concepts of oral hygiene, including 
proper toothbrushing technique, are pre- 
sented, and toothbrushes distributed. At the 
operating level, naval dental officers are en- 
couraged to supervise and administer oral 
hygiene programs, which are supplemented 
by films, lectures, and literature. 

Much is being done, moreover, to expand 
and improve the Naval Dental Corps’ pro- 
gram of preventive periodontics. At the 
Bureau level, definite action continues to 
emphasize and strengthen the practice of 
preventive dentistry. The education and 
training program is being broadened and 
improved; new films are in process for pa- 
tient education and the training of dental 
personnel ; pictorial matter and literature are 
being prepared for educating patients; and 
training in oral hygiene for dental techni- 
cians is being augmented. For naval dental 
officers, educational opportunities have 
greatly expanded during the past few years. 
Courses are available at both civilian insti- 
tutions and at service schools; and resi- 
dencies in periodontics have been given by 


the Navy for the past five years at several 
naval activities. These educational opportu- 
nities can lead to qualification for board 
certification in periodontics. The knowledge 
and experience of naval dental officers thus 
certified are passed on to officer students in 
the General Postgraduate Course at the 
Naval Dental School in Bethesda, Maryland, 
and at the various residencies previously 
mentioned. This type of program, in effect 
at the operating level, encouraged by our 
administrative officers, will provide the type 
of preventive dentistry desired by the Naval 
Dental Corps. 

In the final analysis, however, preventive 
periodontic therapy remains the responsi- 
bility of the individual dental officer ; at the 
same time, he must be supported by capa- 
ble and adequate auxiliary personnel and 
the facilities necessary to carry out his mis- 
sion. 
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Searching for Know-How—Toward Progress in Nursing 
Service Through In-Service Education* 


By 


CAPTAIN DrusILLA Poote, Army Nurse Corpst 


‘URING this past year, the problem 
D of providing in-service growth for 
all members of the Army Nursing 
Service has been very much in the thoughts 
of our Army Nurse Corps leaders. The dis- 
cussion of this subject by a member of the 
Army Nurse Corps at today’s session has not 
been warranted by either our achievements 
in the field or the solutions we have for 
the problem. It is an opportunity to share 
with you some of the ideas with which our 
administrative and educational personnel have 
been busied. The result of this study has been 
marked agreement that the problem is being 
attacked from its accessible side. We believe 
that success will come with concerted and 
persistent efforts. We believe that the choice 
of the right aspect of the problem will enable 
nursing administration to change the things 
that can be changed. 


INTRODUCTION OF TOPIC 


Our first consideration today is in defense 
of the title of this section of the program. 
“Toward Progress in Nursing Service 
Through In-Service Education” seems ap- 
propriate. It enables one to make several as- 
sumptions relative to this meeting and the 
basis for our thinking together. Unanimous 
progress in nursing service follows unani- 
mous purpose. This group has met because of 
its mutual concern with the quality of nursing 
service for which it is responsible and with 
what happens to those who give that service. 
The use of the word progress gives a note of 


* Presented at the 63rd Annual Convention of 
the Association of Military Surgeons of the United 
States held in Washington, D.C., November 12-14, 
1956. 

+ Special Assistant for In-Service Education, 
Nursing Service, Walter Reed Army Hospital, 
Walter Reed Army Medical Center, Washington, 
D.C. 
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optimism, and toward signifies that this 
group is in a forward-looking position and 
denotes some degree of movement versus 
stasis. This assumption is valid. The fact 
that nursing ‘service administrators are 
pondering the subject indicates that the 
basic concept of in-service education as a 
function of nursing administration is accept- 
able to you. In-service education has been 
placed in its proper relationship to nursing 
service, since the topic clearly states that in- 
service education is a means to an end and 
not an end in itself. 

Further attention to the title and its ap- 
pearance may evoke certain reactions that 
merit a closer look. The clamour from all 
corners of the province of nursing for help 
in in-service education is an encouraging 
phenomenon if one listens with a realization 
that it is proof of a newly awakened sense 
of the needs of nurses. At the same time, 
it is a matter for grave concern when one 
sees a trend on the part of some to present 
in-service education as an academic subject. 
Nursing educators have voiced their anxiety 
in response to this crescendo “Give us in- 
service education!” The study of in-service 
education must relate to a specific job and 
to the people in that job. The objectives, 
content, and know-how of in-service educa- 
tion must be learned in an actual work situ- 
ation with a real live working staff. In the 
preparation of leaders for this adjunct of 
nursing administration, there is no substitute 
for experience with a well-planned and im- 
plemented program. In-service education is 
not a new tool, but an old one that needs 
more use and more skillful users. The schools 
are giving an increasing number of nurses a 
sound academic background in principles of 
education, administration, and the social sci- 
ences. But it is left to nursing service to pro- 
vide in-service education for these potential 
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leaders in the field. There is a discrepancy 
between the supply and the demand in all 
areas of nursing leadership. For in-service 
education, the answer to this dilemma is that 
nursing administrators at the hospital level 
must “grow their own,” because that is the 
only place they can be grown. To those who 
attempt to respond to the challenging ques- 
tions brought about by this increased em- 
phasis on in-service education there is also 
concern, because the answers they have to 
offer are so simple and involve working with 
what one has to contrive one’s own plan. A 
nonspectacular remedy to a problem is al- 
ways a gamble for the one who gives it. 
Which response can one expect? Will they 
say “Why, we can do that” or “Ridiculous! 
It couldn’t possibly work”’? In-service educa- 
tion is, in essence, helping people to help 
themselves. Nursing need not be abashed if 
it is a bit uncertain as to just how this is 
accomplished, for many leaders in other 
disciplines are facing the same perplexing 
question. The reproach will be for what one 
did not attempt. 


Scope oF IN-SERVICE EDUCATION 


The scope of in-service education extends 
to every individual assigned to the nursing 
services. The period of employment for each 
person should be an in-service growth ex- 
perience for that person. Recognition that 
this is not happening, generally, is the most 
probable explanation for the present-day at- 
tention that in-service education is receiving 
from administrators and their staffs alike. 
There are causative factors for this failure 
that one can review. A scrutiny of these fac- 
tors may provide a challenging state-of- 
affairs for some chief nurses who are de- 
sirous of guidelines for their own planning. 
The degree of educational emphasis in a 
particular nursing service situation depends 
upon the degree of acceptance of the edu- 
cational function of nursing. In some situ- 
ations where this function had been recog- 
nized, it still has not been fully implemented 
because of a lack of cognizance of the teach- 
ing-learning experiences inherent in every 


day practice. In order to utilize these ex- 
periences, competent professional leader- 
ship must be provided the nursing service 
team on-the-job. Staff development at all 
levels has broken down when assignments 
are not planned with in-service growth 
values in mind. Too often the criteria for 
an assignment is “What can you do?” rather 
than “What could you do?” Granted, it is 
easier from the viewpoint of administrators 
to assign the person most experienced to do 
the job, but is it always one’s duty to do so 
if one considers the dual mission of military 
nursing—service and training? The whole 
question of assignment planning may be the 
key to lack of motivation in some situations. 
Another key closely allied to this one is lack 
of provision for progression of the nursing 
service team members as a result of in-serv- 
ice growth. When in-service education has 
fully extended its scope, then creative educa- 
tional experience will be placed within the 
reach of everyone. It is truly the most eco- 
nomical educational program for nursing 
growth that we have, because it takes place 
on the job as an integral part of day to day 
functions. It capitalizes on individual initia- 
tive so that it achieves both member and 
group goals. Those who are delinquent in 
their own concern for growth are identified 
and challenged by group interests and pres- 
sures. In-service education utilizes leaders 
wherever leadership is found and provides a 
mode of self-expression variable to all levels 
of nursing service personnel. 

In the hands of the skillful nursing serv- 
ice administrator, in-service education be- 
comes a tool that will work for her. She 
would hardly call it a luxury: she thinks of 
it as a necessity. In varied ways she uses it 
to improve nursing service. It becomes a 
vehicle for translating advances relative to 
nursing into practice. These advances may 
be anything from technical “know-how” to 
communication skills. In-service education 
makes possible immediate application of 
things learned. Within the realm of in-serv- 
ice activities, the chief nurse can provide lab- 
oratory experiences for members of her staff 
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who have been students of advanced study. 
There can be follow-up problems for other 
members returning from participation in 
short courses, workshops, and conferences. 
Reciprocal stimulation takes place between 
in-service education activities and an applied 
research project going on within nursing 
service. The extension of the functions of 
nursing on the health team necessitates con- 
tinuing in-service education efforts in re- 
orientation of nursing personnel. In all these 
areas, an increasing number of nursing ad- 
ministrators no longer think of in-service 
education as a last resort—but as their first 
recourse, Planned in-service education is an 
instrument of administration rather than 
one of its chores. 

The counseling and guidance aspects of 
in-service education help to place the staff 
development efforts of administration on a 
sound footing. Hand in hand with its con- 
tributions in this area is the morale factor 
presented by such an individualized con- 
cept. The chief nurse sets the stage for 
maximum benefits in such a program by 
leading her staff in free communications 
and the open-door policy of administration. 
This she does both by precept and example. 
The supervision of people takes priority 
over the supervision of things. Members of 
nursing administration must become adept 
at recognizing implications for in-service 
growth needs in administrative problems. 
They need a keen sensitivity to unexpressed 
as well as expressed attitudes that are re- 
flected in job satisfactions, interpersonal 
relations, communications, and the utiliza- 
tion of skills. The staff development responsi- 
bilities of administration extend also to pro- 
viding consultative service relative to aca- 
demic opportunities available to the staff. An 
organized plan to provide accurate informa- 
tion and wise counsel regarding full or part 
time study is a vital component of in-service 
education for Army nursing service person- 
nel. The success of the many-faceted pro- 
gram for staff development depends in large 
measure upon the counseling and guidance 
skills that administrative and educational 


members of nursing service employ in their 
daily supervisory and teaching activities. 


AREAS OF IN-SERVICE EDUCATION 
OBJECTIVES 


In considering the scope of in-service edu- 
cation, a nursing service administrator is 
aware of the need to make decisions as to 
the specific areas toward which the efforts 
of her staff should be directed. No program 
can attempt to be all things to ail people at 
one time. The focus of the program for 
each nursing service situation must change 
from time to time in view of changing needs 
and already achieved. objectives. The plan- 
ning for in-service education must be carried 
out at each hospital by the nursing service 
staff of that hospital with priority given to 
evidenced areas of need. This group may 
be interested in some of the major areas into 
which the in-service education needs of 
Army nursing service seem to be grouped. 
Even though this is by no means an ex- 
haustive list, it may offer some guidelines 
for thinking about what military nursing 
could accomplish through more effective in- 
service education programs for nursing serv- 
ice personnel. 

The extension of the professional com- 
petence of nurses is basic to progress in 
nursing service. There is no substitute for 
quality in professional leadership. Nursing 
has just begun to recognize the challenge of 
meeting needs for leadership in the nursing 
service team, full participation in the health 
team, and authority of clinical and social sci- 
ence research in nursing. The responsibility 
for the eventual attainment of full profes- 
sional status for nursing rests upon all of 
us. We believe that before Army nursing can 
increase the significance of its role in this 
task on a profession-wide basis, it must first 
see to it that these standards of professional 
status operate throughout the Army Nurse 
Corps. 

Military nursing shares also in the pro- 
fession’s problem of the growing shortage 
of nurses to fill the increased demands for 
nursing service. Constructive contributions 
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toward meeting this issue must also be of- 
fered by all. There is still so much to be 
done to better utilize the existent profes- 
sional nursing skills through application of 
the team concept more fully to nursing serv- 
ice. Our nurses need planned in-service 
growth experiences in administration of per- 
sonnel, delegation of duties, teaching and 
supervision of team members, and compre- 
hensive nursing care plans based on the dif- 
ferential functions of the nursing team. The 
shortage can certainly be somewhat allevi- 
ated in all hospitals by increasing the use- 
ability of nurses by increasing their flexi- 
bility and adaptability. Administration may 
approach this objective by a system of rota- 
tion of all nurses between the different serv- 
ices combined with formal and informal 
in-service instruction. One is not saying that 
nurses should not have a speciality. Special- 
ization is desirable and valuable, but in addi- 
tion, nurses should extend their functions 
through such a program as suggested here. 
To plan for a stockpile of knowledge and 
skills for nursing personnel is the only in- 
surance that nursing administration has for 
even minimal coverage when meeting day to 
day emergencies, disaster, or mobilization of 
nursing in the event of a national emer- 
gency. 

The preparation of nursing for mass 
casualty care cannot be overemphasized for 
in-service education planning. This carries 
both civilian and military significance. Nurs- 
ing administration carries the responsibility 
for planning, since the largest number of ac- 
tive nurses are in nursing service. The ur- 
gency of this planning for military nursing 
is even greater in view of its preparedness 
mission in caring for mass casualties. The 
starting point may well be the survival 
point—emergency medical care that is basic 
to self-aid and buddy-aid. In-service educa- 
tion programs must be geared to the concept 
that the functions of nurses will be extended 
in disaster. Nurses must become familiar 
with an organized plan for handling large 


numbers of patients and personnel. As they 
participate in the preparation of others, such 
as Army Medical Specialist Corps officer 
and untrained enlisted and civilian person- 
nel for their potential roles on the nursing 
team, they will gain practice in the patterns 
for the use of such nursing teams in dis- 
aster. There may be a very high price for 
complacent neglect to prepare nursing staffs 
for individual and mass casualty care. Only 
through education and training programs in 
effect can administration be assured that 
optimum efforts are being made in pre- 
paredness. 


CONCLUSIONS 


The responsibility for in-service educa- 
tion rests with nursing service. The very 
terminology states as much. Nursing educa- 
tors recognize that nurses have needs that 
cannot be met at the pre-service level. Nurs- 
ing curricula are planned accordingly, since 
certain learning experiences must be in-serv- 
ice in nature. Nursing service administration 
must accept its educational function. It is 
believed that this function is most efficiently 
implemented by an organized scheme of in- 
service growth for every member of nursing 
service personnel, Maximum results must be 
planned for, because they “don’t just hap- 
pen.” Perhaps some military nursing ad- 
ministrators would like to know if they have 
a choice. Yes, you have. You may begin 
providing now for the in-service growth 
needs of your staffs, or you can start think- 
ing up a very good answer to give to those 
more than eight thousand nurses who will 
someday be asking “Why didn’t you?” 

If military nursing fails to make progress 
in nursing service through in-service edu- 
cation, it will have to face the consequences. 
Perhaps even blame for not assuming the 
position of leadership for all nursing serv- 
ices. Why should military nursing not lead? 
It has everything to work with—the profes- 
sional know-how, the organization, and the 
best reasons for motivation in the world. 
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How the Legal Considerations Apply 
to the Army Nurse 


By 
Lt. CotoneL RAYMOND Cowarp, JAGC, U. S. Army* 


INTRODUCTION 
S INCE 1903, or for over half a century, 


we have had legislation and legal de- 

cisions involving professional nurses. 
All the 48 states, the District of Columbia 
and four territories have laws regulating 
professional nursing. About 42 states have 
laws regulating the practice of practical nurs- 
ing. 

Under our system of government the 
source of any legal control over a trade, 
business, occupation, or activity lies with the 
state governments. The authority of such 
control is known as the police power of the 
state. This has nothing to do with the police 
force, but rather, it is the authority by which 
state governments may pass laws on matters 
affecting public health, safety, or morals. 

Our Constitution requires that any law 
which is passed regulating an occupation, 
trade, business, or activity must meet three 
basic conditions: 

1. The law must be necessary because a 
question of public health, safety, or morals 
is involved. 

2. The law must operate equally on all 
who are at the same time performing the act. 

3. The law must establish means which are 
reasonable for the accomplishment of its ob- 
jective. 

Thus we see the basic reasons for estab- 
lishing laws and regulations and the exercise 
of controls by the state over activities which 
affect the public in general. 


* Chief, Legal Office, Office of The Surgeon 
General, Department of the Army, Washington 25, 
D.C. He is a member of the Iowa Bar, the Bar of 
the United States Supreme Court, and of the 
American Bar Association. 
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Ltr. Cot. RayMonp Cowarp, JAGC, USA 


SEVEN FUNCTIONS OF PROFESSIONAL 
NURSING 


The professional nursing group is prob- 
ably the only group, except the medical pro- 
fession, which has the advantage of laws 
and court decisions for over half a century, 
which have been concerned with the func- 
tions of nursing, the rights of nurses to en- 
gage in activities and their responsibilities 
for their acts. These functions fall into seven 
categories and they must be analyzed to see 
if these functions are dependent or inde- 
pendent; i.e., whether the nurse’s right to 
perform this activity is based on a legal order 
of a physician or whether it is an independ- 
ent function of nursing. These seven func- 
tions are as follows: 

1. The first legal function of nursing is the 
supervision of a patient. To supervise means 
to inspect, to oversee with authority. This 
is an independent function. 

2. The second legal function is observation 
of symptoms and reactions, This is an inde- 
pendent function. 
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3. The third legal function of nursing is 
recording. This is an independent function. 

4. The fourth function is the supervision 
and direction of practical nurses and auxil- 
iary workers. This is an independent func- 
tion. 

5. The fifth function is the fulfillment of 
any procedure and technique, involving even 
the practice of medicine as defined by a med- 
ical practice act, including the administration 
of transfusions, under the direction or super- 
vision of a licensed physician, provided the 
nurse has an understanding of cause and 
effect. This is, of course, a dependent func- 
tion. 

6. The sixth legal function is the execution 
of independent nursing procedures and tech- 
niques. This is an independent function. 

7. The seventh and last legal function of 
nursing is health direction, education, and 
social services, including activities which 
have psychological import. This is an inde- 
pendent function. 

There, then, are the seven legal functions 
of nursing.’ 


LEGAL CONSIDERATIONS AFFECTING 
Nurses GENERALLY 


The general legal principles affecting 
nurses in the practice of their profession are 
the same that affect other persons in the 
practice of their professions or occupations. 
The application of the laws is in terms of 
the specific practice involved. In each type 
of case there are underlying legal principles. 
These legal principles are usually based on 
precedent, custom, or moral grounds. The 
law affects the lives of many people daily— 
births and deaths must be recorded as a 
legal requirement; certain diseases must be 
reported to legal authorities ; pure water and 
milk are controlled by law; every purchase 
is a legal transaction; children are required 
by law to go to school; licenses are required 
to hunt, fish, own a dog, drive a car, or get 


*See Article, “Nursing Functions and Legal Con- 
trol,” by Milton J. Lesnik, in The American Jour- 
nal of Nursing, October 1953, page 1210, and 
authorities cited therein. 


married ; and every worker has a legal status 
derived from the terms of his contract of 
employment. The state prosecutes those who 
violate the law. 


Definition of Crime and Tort 


The basic distinction between a crime and 
a tort should be understood. Accordingly, 
brief definitions are given as follows: 

Crime—A crime is a legal wrong against 
the public or state. Examples: Murder, rob- 
bery, kidnapping, etc. 

Tort—A tort is a legal wrong committed 
by one person involving injury to another 
for which the law provides a remedy by 
permitting the injured party to sue and re- 
cover damages. Examples: Assault and bat- 
tery, false imprisonment, injuring a person 
or his property through negligence, etc. 

“Three elements of every tort action are: 
Existence of legal duty from defendant to 
plaintiff, breach of duty, and damage as 
proximate result.”? 

The most common cause of legal suits 
against nurses, as against all professional 
practitioners, is for malpractice (or negli- 
gence in professional practice) which results 
in unintended injury to a person. 

A basic legal principle, which I wish to 
emphasize, is that an individual is always 
responsible for his own actions and that this 
responsibility cannot be transferred to or 
assumed by another person. 

Some nurses may have been told or believe 
that the employing agency, the hospital, or 
the doctor would assume responsibility for 
injurious actions to patients. Such is not the 
case. 


Respondeat Superior 


There is the rule of “Respondeat superior” 
which means “Let the master respond or 
answer.” This rule provides that an employer 
or a principal is liable for the torts com- 
mitted by the employee or the agent in the 
course of employment or the agency. This 
rule does not absolve the employee from lia- 


? Black’s Law Dictionary, citing City of Mobile 
v. McClure, 221 Ala. 51, 127 So. 832,835. 
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bility, but rather it permits the injured 
party to sue both the employee and the em- 
ployer. Often the employer is in a better 
financial position and therefore in many in- 
stances the suit is brought against the em- 
ployer or jointly against the employee and 
employer so that the injured party has a 
better chance of collecting the damages he 
seeks. 


Ways in which the nurse may be 
before the court 

There are numerous ways which a nurse 
may be before the court either voluntarily 
or involuntarily. Some of the ways are: 

1. She may receive a court order (sub- 
poena) to appear as a witness for either 
party in a case about which she has personal 
knowledge. 

2. The nurse may be sued and be a direct 
party to the law suit. 

3. A suit may be for breach of contract 
brought by the patient or the employer. 

4. Malpractice in rendering nursing care 
may be involved. 

5. She may be charged with assualt and 
battery by using force in dealing with a pa- 
tient. 

6. False imprisonment may be charged 
where undue restraint is used. 

7. A suit may involve loss or damage to 
property of a. patient. 

8. The nurse may be a party suing some 
other party, patient, or employer, for any of 
the aforementioned reasons. 


Questions the Court Considers 

There are basic questions which a court 
must consider in an effort to determine lia- 
bility in any case of negligence or malprac- 
tice. Some of the more important questions 
are: 

1. Was there a duty? 

2. Was there an injury? 

3. Was the injury due to negligent action? 

4. Did the injury result directly from the 
negligent action? 

5. Did the nurse commit the negligent ac- 
tion? (Or did she negligently omit to do 
something ?) 


6. What would a reasonable nurse have 
done under similar circumstances? 

In seeking an answer to the last question 
the problem would arise as to what consti- 
tutes nursing actions or functions, i.e., how 
is nursing defined and how are nurses edu- 
cated to practice nursing? As indicated pre- 
viously certain nursing functions are inde- 
pendent and may be done without prior con- 
sent of the physicians. In one area, that of 
carrying out orders of a duly licensed physi- 
cian, the function is dependent on medical 
direction or supervision. 

It is important to remember that @ nurse 
who carries out orders without understand- 
ing the effects is negligent if injury results. 
The practice of nursing requires the exercise 
of judgment based on knowledge. The ques- 
tion at issue in negligence cases is whether 
proper judgment was exercised. The nurse 
is required to meet the level of professional 
community practice and not the level of 
skill or training possessed by the isolated 
or unusual practitioner. 

The nurse will be expected to practice 
with the welfare of the patient uppermost 
in mind.’ 


FEDERAL Tort CLaims Act* AND How 
It APPLIES TO THE ARMY NURSE 


It is a general rule of law that a govern- 
ment cannot be sued without its consent, and 
generally a government is not liable for the 
tortious acts of its employees committed in 
the course of business that is strictly gov- 
ernmental in character. 

In 1946, the Federal Government enacted 
the Federal Tort Claims Act which created 
consent of liability where claims are estab- 
lished for damage to or loss of property, or 
for personal injury or death, caused by 
negligent or wrongful act or omission of any 
employee of the Government while acting 
within the scope of employment or office, in 


*See Article, “Nursing Practice and the Law,” 
by Bernice E. Anderson, R.N., Ed.D., in The 
American Journal of Nursing, April 1955, page 
438. 

*28 U.S.C. 2674 (1946). 
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How Legal Considerations Apply to the Army Nurse 


circumstances in which the United States, if 
a private person, would be liable to a claim- 
ant in accordance with the law of the place 
in which the act or the omission occurred. 

The Federal Tort Claims Act provides 
specifically that the acceptance by a claim- 
ant of an award or a settlement shall consti- 
tute a complete release by the claimant of 
any claim against the United States and 
against the employee of the Government 
whose act or omission gave rise to the claim. 

The Federal Tort Claims Act excludes 
specifically any claim for negligence arising 
out of the exercise of a discretionary func- 
tion relating to policy or interpretation, mis- 
carriage of mails; arising out of assessment 
or collection of custom duty, quarantine, 
assault and battery, false imprisonment, false 
arrest, malicious prosecution, abuse of proc- 
ess, libel, slander, misrepresentation, deceit 
or interference with contract rights; arising 
out of the operations of the Treasury or 
combat activities of Military Forces during 
time of war; arising in a foreign country, 
in the operation of T. V. A. or the Panama 
Canal. 

In effect, the Federal Tort Claims Act 
establishes consent on the part of the Fed- 
eral Government to liability under the rule 
of respondeat superior tor negligence of 
employees in certain instances committed in 
the course of employment. There is no con- 
sent to being sued for claims arising under 
the exemptions above stated. A person hav- 
ing a claim for any cause other than negli- 
gence as limited would be in the same posi- 
tion as were claimants sustaining negligent 
injuries prior to the enactment of the Fed- 
eral Tort Claims Act, and as are claimants 
who have sustained injuries committed by 
state governmental employees. Such claim- 
ants cannot institute legal proceedings in 
courts; they are required to seek the aid of 
the Congress in case of a claim against the 
Federal Government, or the aid of state 
legislatures in the case of a claim against a 
state government, for the enactment of a 
special law to compensate them for damages 
sustained. 
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Under the Federal Tort Claims Act, claims 
under $1,000 may be compromised and 
settled by heads of Federal agencies and de- 
partments. Claims over $1,000 may be com- 
promised and settled, but must be approved 
by a Federal court. Claims not settled may 
be determined by legal proceedings which 
must be commenced within a specific period 
of time, generally one year in most instances, 
from the date of the commission or the 


_omission constituting the negligence. The 


proceeding is commenced in one of the 
United States District Courts.® 

Army Regulations 25-70, dated 2 March 
1951, entitled “Claims and Litigation,” set 
forth the policy of the Department of the 
Army and give guidance with respect to 
claims cognizable under the Federal Tort 
Claims Act. 

Definitions in Army Regulations 25-70 
include: 


1. Employee of the Government 


““Employee of the Government’ includes 
members of the military forces of the United 
States, and persons acting on behalf of the 
Department of the Army in an official capac- 
ity, temporarily or permanently in the serv- 
ice of the United States, whether with or 
without compensation.” 


2. “Acts or omissions” 


“Scope of employment—Acts or omissions 
of military personnel and civilian employees 
may give rise to claims payable under these 
regulations only if such acts or omissions 
occur while such military personnel or civil- 
ian employees are acting within the scope of 
their employment. The question whether ac- 
tivities of military personnel and civilian 
employees in the course of which such acts 
or omissions may occur are within the scope 
of employment must be determined in ac- 
cordance with the law of the place where the 
acts or omissions occurred, These activities 
of military personnel and civilian employees 


5“Nursing Practice and the Law,” 2d Ed., pages 
215-216, by Milton J. Lesnik, Attorney, and Bernice 
E. Anderson, R.N., Ed.D. 
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ordinarily are within the scope of employ- 
ment if the performance thereof is directed, 
or if of a kind the performance of which is 
expressly or impliedly authorized, or if the 
purpose is, at least in part, to serve the Gov- 
ernment. In determining whether conduct, 
although not expressly authorized, is never- 
theless within the scope of employment, con- 
sideration may be given to all the attendant 
facts and circumstances, including the time, 
place, and purpose of the activity; whether 
the activity was for the furtherance of the 
general interests of the Government; 
whether the activity is usual for personnel of 
the grade and classification involved or rea- 
sonably to be expected of such personnel ; 
and whether the instrumentality from which 
the damage or injury resulted was owned 
or furnished by the Government. A slight 
deviation as to time or place ordinarily will 
not constitute a departure from scope of 
employment; such a deviation, to have legal 
effect, usually must be a material deviation.” 

Any Army nurse, or Army doctor for 
that matter, who is sued individually or 
joined in a suit as party defendant along 
with the United States Government for mal- 
practice in connection with the performance 
of official duties should make an official re- 
port of the matter under the provisions of 
Army Regulations 27-5. The report should 
be forwarded to the Legal Office, Office of 
The Surgeon General, which will take up the 
problems involved, through The Judge Ad- 
vocate General of the Army, with the De- 
partment of Justice. The latter will then 
arrange to have the United States Attorney 
in the Federal District where suit is brought 
to appear and defend the individual nurse, 
or doctor, and the United States Govern- 
ment. 

If a judgment is obtained against the 
Government and the individual, the Gov- 
ernment will pay the judgment. The Federal 
Tort Claims Act provides that, “The accept- 
ance by the claimant of any such award, 
compromise, or settlement shall be final and 
conclusive on the claimant, and shall consti- 
tute a complete release by the claimant of any 
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claim against the United States and against 
the employee of the Government '[emphasis 
added] whose act or omission gave rise to 
the claim, by reason of the same subject 
matter.” 

Therefore the payment of the claim by 
the Government precludes the claimant from 
seeking further remedies against the indi- 
vidual employee (or nurse) of the Govern- 
ment. 


Res Ipsa Loguirur 


There is a doctrine in the law relating to 
negligence cases known as “res ipsa loqui- 
tur” or “the thing speaks for itself.” 

Often plaintiffs and their attorneys in mal- 
practice proceedings encounter difficulty in 
obtaining the services of experts in the medi- 
cal and nursing professions to testify that 
a colleague was negligent. The doctrine of 
“res ipsa loquitur” is of great assistance to 
the plaintiff under such circumstances. Ex- 
cept for this doctrine how could plaintiffs 
otherwise prove that paralysis, burns, for- 
eign substances in the abdomen, and other 
such conditions were the result of negligent 
acts? 

Three conditions are necessary for the 
rule of “res ipsa loquitur” to apply. They 
are: 

1. The accident is of a kind that does not 
occur in the absence of someone’s negligence. 

2. The inquiry is caused by an instrumen- 
tality within the exclusive control of the de- 
fendant. 

3. The accident is of a kind that the plain- 
tiff could not have contributed to by his con- 
duct. 

How this doctrine is applied depends on 
the law of the particular state. In some states 
proof of the three required conditions is 
considered as circumstantial evidence and 
negligence may be inferred. In other states 
proof of these three conditions creates a pre- 
sumption of negligence and places the bur- 
den on the defendant to overcome the pre- 
sumption. A presumption is a deduction 
which the law requires the trier of facts to 
make, an inference being a deduction which 
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How Legal Considerations Apply to the Army Nurse 


the trier may or may not make according to 
his own conclusions; a presumption is man- 
datory, an inference permissible.® 

A leading case in the United States on 
the doctrine of “res ipsa loquitur,” as ap- 
plied to malpractice suits, is the case of 
Ybarra v. Spangard, 146 P(2) 892 ( District 
Court of Appeals 2nd Dist. Dir. 3, Cali- 
fornia 1944) affirmed 25 Cal. (2) 486, 154 
P(2) 687 Sup. Ct. of Calif. 1944). The 
essential facts are: 

Plaintiff entered a private hospital for an 
appendectomy to be performed by the de- 
fendant. On the day of the operation, the 
plaintiff was wheeled into the operating 
room by Nurse Gisler, an employee of Dr. 
Swift, who owned the hospital. The anesthe- 
tist, a Dr. Reser, also an employee of Dr. 
Swift, adjusted plaintiff for operation, pull- 
ing his body to the head of the operating 
table, laying him back against two hard ob- 
jects at the top of his shoulders, about an 
inch below his neck, The anesthetic was ad- 
ministered and plaintiff lost consciousness. 
He awoke next morning in his room attended 
by two nurses, also employees of Dr. Swift. 

Plaintiff testified that prior to the opera- 
tion he never had had any pain in, or in- 
jury to, his right arm and shoulder, but that 
when he awakened he felt a sharp pain be- 
tween the neck and the point of the right 
shoulder. He received diathermy treatments, 
but the condition spread to the lower part 
of his arm. He could not lift or rotate his 
arm, and developed paralysis and atrophy 
of the muscles round his shoulder. 

Plaintiff instituted proceedings against the 
physician who diagnosed the case, the owner 
of the hospital, the surgeon, the anesthetist 
and the three nurses. After plaintiff’s testi- 
mony, attorneys for the defendants asked 
that the suit be dismissed on the ground that 
the plaintiff did not prove any defendant 
to be negligent; and, indeed, by all, legal 
standards, the plaintiff did not. But the plain- 
tiff contended that his testimony showed the 
existence of the three conditions necessary 


*Black’s Law Dictionary, 4th Edition. 
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to invoke the doctrine of res ipsa loquitur, 
that the inference of negligence was estab- 
lished and that the plaintiff should prevail. 

The defendants claimed the doctrine did 
not apply in this case ; that the condition that 
the instrumentality was in the exclusive con- 
trol of the defendant did not exist in this 
case; and that the doctrine cannot apply 
where several defendants are involved and 
there is a division of responsibility. The 
Court decided for the plaintiff and said: 

“But we do not believe that either the 
number or relationship of the defendants 
alone determines whether the doctrine of 
res ipsa loquitur applies. Every defendant 
in whose custody the plaintiff was placed 
for any period was bound to exercise ordi- 
nary care to see that no unnecessary harm 
came to him and each would be liable for 
failure in this regard. Any defendant who 
negligently injured him, and any defendant 
charged with his care who so neglected him 
as to allow injury to occur, would be liable. 
The defendant employers would be liable 
for the neglect of their employees; and the 
doctor in charge of the operation would be 
liable for the negligence of those who be- 
came his temporary servants for the purpose 
of assisting in the operation. 

“We do not at this time undertake to 
state the extent to which the reasoning of 
this case may be applied to other situations 
in which the doctrine of res ipsa loquitur 
is invoked. We merely hold that where a 
plaintiff receives unusual injuries while un- 
conscious and in the céurse of medical treat- 
ment, all those defendants who had any 
control over his body or the instrumentalities 
which might have caused the injuries may 
properly be called upon to meet the inference 
of negligence by giving an explanation of 
their conduct.” 

This case shows the importance of keeping 
careful, complete and accurate case histories 
on each patient. This is important not only 
for the civilian nurse but for the Army 
nurse as well, 

A recent California case arising from an 
act of malpractice by a Navy doctor in de- 
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livering a baby resulted in a judgment in 
excess of $200,000, mainly because no one 
could recall: the facts and refute the plain- 
tiff’s contentions. 


MALPRACTICE INSURANCE 


Policy of The Surgeon General 


The question whether an Army nurse or 
an Army doctor should carry malpractice 
insurance is a matter for each one to decide 
individually. The Office of The Surgeon 
General does not take a position one way or 
the other on this problem. There are rela- 
tively few insurance companies who will 
write malpractice insurance. The rates are 
generally lower for persons in the Armed 
Forces than they are for civilians. Presum- 
ably the main reason for this is the knowl- 
edge that the lawyers for the United States 
Government will defend suits brought under 
the Federal Tort Claims Act. 


Policy of the Department of the Army 


The policy of-the Department of the 
Army on malpractice insurance perhaps can 
be indicated by the position taken in 1956 
with respect to H. R. 10577, Eighty-fourth 
Congress, a bill “To provide for the pro- 
curement by the Government of insurance 
against risk to civilian personnel of liability 
for personal injury or death, or for property 
damage, arising from the operation of motor 
vehicles in the performance of official Gov- 
ernment duties, and for other purposes.” 

In opposing this bill the Department of 
the Army, inter alia, stated: 

“The bill would provide a limited amount 
of liability insurance or alternatively virtu- 
ally complete indemnification for a limited 
class of Federal employees subject only to 
the provision that in any such case the act 
of an employee forming the basis for such 
action must be found to be ‘in the perform- 
ance of his official duties’ [emphasis added]. 
It contains no standard of conduct for the 
officers and employees to be protected and 
no standard of responsibility for potential 
insurers.” 
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The Department of the Army further 
stated: 

“The Federal Tort Claims Act, supra, 
now provides ample protection to third par- 
ties damaged or injured by the actions or 
omissions of Government workers acting 
within the scope of their employment.” 

The Department of the Army also stated 
that Government procurement of commercial 
insurance would be unusual. It added, “It 
long has been the settled policy of the United 
States to assume its own risks.” (35 Comp. 
Gen. 391, 392). 

It would appear from the foregoing that 
the Army would not favorably consider 
sponsoring legislation which would authorize 
the Army to pay insurance premiums cover- 
ing malpractice. 


EMERGENCIES 


Federal Civil Defense Act (50 
U.S.C. app. 2294 (1950) ) 


This act became effective 12 January 1951. 
Section 2294 of this act provides: 

“The Federal Government shall not be 
liable for any damage to property or for any 
death or personal injury occurring directly 
or indirectly as a result of the exercise or 
performance of, or failure to exercise or 
perform, any function or duty, by any Fed- 
eral agency or employee of the Government, 
in carrying out the provisions of this title 
* * * during the period of such emergent). 
[emphasis added]. Nothing contained in 
this section shall affect the right of any 
person to receive any benefit or compenst 
tion to which he might otherwise be er 
titled under the Federal Employees’ Conr 
pensation Act, as amended... .” 

It will be seen that this statute also ex 
cuses the Government from liability for 
damages or injuries occurring as a result of 
the performance of, or failure to perform, 
any function or duty by any Federal agency 
or employee of the Government in carrying 
out the provisions of this law in such emer- 


gency. 
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How Legal Considerations Apply to the Army Nurse 


Martial Law 


In times of national emergency martial 
law may be invoked in order to insure the 
proper functioning of the Government and 
the public safety. 

Martial law has been defined as follows: 

1. “Martial rule, also termed martial law, 
is the temporary government of the civil 
population through the military forces as 
necessity may require in domestic territory.” 
Paragraph 10, Army Regulations 500-50, 
27 August 1953. 

2. “. . . martial law is the exercise of the 
power which resides in the executive branch 
of the government to preserve order and in- 
sure the public safety in times of emergency, 
when other branches of the government are 
unable to function, or their functioning 
would itself threaten the public safety.” 
Duncan v. Kahanamoku, 327 VU. S. 304, 336 
(1945) (Concurring opinion of Chief Just- 
ice Stone). 

An emergency has been defined as “an 
unforeseen combination of circumstances or 
state of affairs which calls for immediate 
action.” 

Under common law there is no duty to aid 
another in emergency. Many states have en- 
acted laws, however, requiring those in- 
volved in automobile accidents not to desert 
the scene of the accident and to render aid 
to others involved in the accident. Once an 
obligation is assumed or contracted for vol- 
untarily, such as the establishment of a 
physician-patient or a nurse-patient relation- 
ship, that obligation encompasses the respon- 
sibility to render every necessary service 
that the situation demands. 

A special rule of law applies to all who 
render emergency aid, and no exception is 
made in the case of nurses. For example, 
either by custom or statutory exemption con- 
tained in medical practice acts, one may per- 
form a medical act to preserve life or limb. 
Such statutory exemption or custom permits 
freedom from otherwise limited areas or 
functions. 

Though the right to render assistance may 
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extend to acts that are properly the prov- 
ince of the practice of medicine, the reason- 
ableness of any act performed in an emer- 


gency will be tested in the light of the back- 


ground of the person who acted, as well as 
in the light of all the other factors and cir- 
cumstances. Because the nurse has superior 
knowledge, experience and technical train- 
ing, as compared to a layman, she would 
more likely be held to a higher degree of 
responsibility and knowledge of the conse- 
quences of acts she performs in an emer- 


gency. 
How to Avotp MALPRACTICE CASES 


It has been stated that, “When every 
physician [and I presume the nurses should 
be included] cares for every patient in such 
a way that the patient is satisfied, there will 
be no malpractice claims.” (Report of Law 
Department, American Medical Association, 
on Medicolegal Symposiums 1955, page 19.) 


Tue NIGHTINGALE PLEDGE 


Now, out of respect and consideration for 
Army nurses, and nurses in general, who 
are devoted to their profession and to the 
cause of relieving human suffering, I feel 
that it is only fitting that I should conclude 
by quoting some words which are meaning- 
ful and beautiful, and which are familiar to 
all nurses. I refer to The Nightingale Pledge. 

“T solemnly pledge myself before God and 
in the presence of this assembly: 

To pass my life in purity and to practice 
my profession faithfully. 

I will abstain from whatever is deleterious 
and mischievous, and will not take or know- 
ingly administer any harmful drug. 

I will do all in my power to maintain and 
elevate the standard of my profession, and 
will hold in confidence all personal matters 
committed to my keeping, and all family 
affairs coming to my knowledge in the pract- 
ice of my profession. 

With loyalty will I endeavor to aid the 
physician in his work, and devote myself to 
the welfare of those committed to my care.” 


: 
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Nursing Practice and the Law, 2d ed., pages 215- 
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MEMBERS OF ASSOCIATION OF MILITARY SURGEONS GRADUATING 
FROM U. S. NAVAL SCHOOL OF HOSPITAL ADMINISTRATION 
NATIONAL NAVAL MEDICAL CENTER, BETHESDA, MARYLAND 


(L to R) Capr. Canto F. PAttapino, USAF 
(MC); CDR C. F. Crawrorp, MSC, USN (School 
Commanding Officer) ; Lt. (JG) Irw1n O. StALtL- 
Incs, MSC, USN. 

Captain Palladino and Lieutenant Stallings will 
graduate June 14 from the ten-month course in 
Hospital Administration. 
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Mystic India 


By 


Amos R. Koontz, M.D. 


Y MISSION to India recently was 
M a professional one and this gave 

me an unusual opportunity for ob- 
servations with regard to people, their health, 
living conditions, customs, politics and re- 
ligion—an opportunity certainly not enjoyed 
by the casual tourist. Some of the impres- 
sions made are set down here. I wish to 
make it clear, however, that I lay no claim 
to being an authority on India, These are 
simply casual observations. 

India is a country of extreme contrasts. 
This, of course, may be said of many coun- 
tries, even of our own. One finds the most 
luxurious hotels, such as the Taj Mahal in 
Bombay, the Cecil in Delhi, and the Metro- 
pole in Karachi (not now in India). In 
these hotels the servants are picturesque, 
turbaned, bearded Indians, who make one 
pinch himself to make sure he is not living 
in the Land of the Arabian Nights. Formerly, 
only Europeans were allowed to stay at the 
Taj Mahal Hotel. In spite of the changes 
in rules since the English left (an American 
negro was staying in the hotel when I was 
there), the romantic atmosphere of the East 
is still present and the Western visitor feels 
as if he were living in a realm of unreality. 

Almost within a stone’s throw of these 
luxurious hotels, which take the Westerner 
completely out of himself, are to be found 
the most drab and miserable slums which 
one will encounter anywhere in the world. 
The miserable shacks which are used as 
habitations in these areas, the crowding 
within them, the complete lack of the con- 
veniences of living, are almost beyond belief. 
In walking or driving along the streets in 
these areas, one can see into the miserable 
huts, in which there is almost no furniture, 
and in which the crowding is so great that 
the half-naked people are almost literally 
crawling over each other. The inhabitants of 
these districts have no place to bathe except 
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Fic. 1. The Gateway of India and Taj Mahal 
Hotel, Bombay. 


in the dirty gutters filled with stagnant water, 
which are found along the streets in front of 
their habitations. There they may be seen 
daily, washing themselves and their clothes 
in water which one would think would make 
them dirtier than before they entered it, 
yet both they and their clothes seem to come 
out fairly clean. Toilet facilities in these areas 
are non-existent. The people squat in the 
bushes or in the sand, or in any other avail- 
able place. Toilet paper is unheard of. They 
cleanse themselves with dirt or sand. If they 
are a little better off, they may have a bowl 
of water and wash themselves with their left 
hand. They never use their left hand for 
eating. There is a reason. The ordinary In- 
dian eats with his fingers, picking up his 
rice with a chapati (a large round soft flat 
Indian cake). The chapati is folded over and 
the rice is squeezed between the folded cha- 
pati with the fingers of the right hand. Culti- 
vated Indians eat rice with a spoon and fork 
as the English eat dessert. 

While the food of the coolies is principally 
rice, elaborate course dinners are regularly 
served in the good hotels and in the homes 
of the well-to-do and rich. 

When anyone of the servant class speaks 
to anyone, he either salutes (most common) 
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or puts the palms of his hands together with 
his hands up to his face and bows slightly. 
The latter method is the common one of 
greeting with everyone in India. 

The palaces of the Mogul emperors, while 
of a different style of architecture, are as 
beautiful and elaborate as most palaces seen 
in Europe. There are throne rooms with the 
walls inlaid with jade, agate, lapis lazuli, and 
precious stones. Most of the precious stones, 
however, have been removed by subsequent 
conquerors, principally the British. One of 
the most famous examples was the removal 
of the Kohinoor Diamond from the Peacock 
Throne of “The Fort” in Delhi. This palace 
was built by Shah Jehan and the famous 
diamond is now part of the British crown 
jewels. Shah Jehan was known as the builder. 
He also built a palace near Agra as well as 
the Taj Mahal in Agra. 

The quarters of the harems in all these 
palaces are of immense interest (and possi- 
bly envy also) to the visiting Westerner. 
Everything was done to make the quarters 
of the ladies of the harem beautiful and 
colorful. There are many inlays of precious 
and semi-precious stones. In one of the 
palaces (The Fort), there is a fountain from 
which flows “The Stream of Paradise” over 
a marble bed. The ladies had to be diverted. 

In the fields adjacent to the palaces one 
finds farmers ploughing with wooden plows 
and oxen—another example of the extreme 
contrasts found in India. Water buffaloes of 
course are much in evidence everywhere and 
add to the picturesque nature of the land- 
scape. 

My travel agent, a middle class Indian, 
invited me to his flat one afternoon. The 
flat was small, consisting of three rooms and 
a living porch. My host, a devout Hindu, 
showed me the small room which he used 
as a prayer room. There was a sort of altar 
before which he daily made his devotions 
getting up early in the morning and spending 
quite a little time at them. His household 
consisted of himself, his wife, two sons, and 
a servant. My host and I had a Scotch and 
soda and then his wife served us an Indian 


dish with chutney, and an omelet. There were 
also chapatis. His wife, following the East- 
ern custom, did not eat with us. She was also 
extremely silent, whether from Eastern sub- 
servience or lack of ideas, I could not deter- 
mine. In fact almost the entire conversation 
centered around my host’s devotions, so the 
occasion was, to say the least, not exciting. 

In strange contrast there was the delight- 
ful dinner I had at the home of one of the 
leading surgeons in Bombay—a Parsee. He 
had a moderately large house (possibly 12 or 
13 rooms), which was very attractive. Only 
his family were present—the doctor, his wife, 
his pretty 20-year-old daughter, and _ his 
sprightly 7-year-old son. I found the. family 
to be a fine one. All of them spoke English 
perfectly. All were kind and well mannered 
with no pretentions. The conversation was 
general, lively, and enjoyable. 

Before dinner we had Scotch whiskey. 
Then a perfectly delicious course dinner with 
a menu card made out in my honor. First 
there was “achoori tantalum”—a kind refer- 
ence to my work on tantalum gauze. Achoori 
is an Indian dish made of eggs and Indian 
ingredients—very delicious. Then there was 
“chicken mayonnaise Baltimore’’—the Balti- 
more of course being also a kind reference 
to me. This dish consisted of very tender 
chicken (boiled, I think) with mayonnaise 
over it—also delicious. Then there was 
“prawn pilao”—rice, deliciously flavored, 
containing small shrimp, with a sauce to 
put over the whole thing. Finally there was 
“glacé Amos” (also a kind personal refer- 
ence), which consisted of delicious ice cream. 
We then had Indian coffee, which is very 
much like Turkish coffee, served in small 
cups. I can’t imagine its being palatable 
without sugar, but it is very good with sugar. 
After dinner there was beer. They have 
English and German beer in India, but pre- 
servative has to be put in it to keep it from 
going bad in their hot climate, as they do 
not have adequate cold storage facilities. Be- 
fore learning this, I had thought that the 
beer had had a somewhat peculiar taste. 

I discovered that my host was a great 
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lover of music. As soon as I entered his 
house he put on a record of “Silent Night, 
Holy Night” and then other Christmas car- 
ols. This was done partially as a compliment 
to me, coming from a Christian world, but 
not entirely, as I found that he played them 
requently for his own enjoyment because 
he liked the music. I told him that Franz 
Gruber, the author of “Silent Night, Holy 
Night” had a brother who emigrated to 
America. The son of the immigrant (a 
nephew of Franz) was in the United States 
Army all of his life and while a young lieu- 
tenant in the Philippines wrote the familiar 
and popular Field Artillery Song, which 
starts out with the words: “Over hill, over 
dale, as you hit the dusty trail, and the 
cassions go rolling along.” Now it is the 
Army song, with new words. Lt. Gruber 
finally became Brigadier General E. L. Gru- 
ber (whom I once had the pleasure of meet- 
ing) and who has recently died. 

Besides the Christmas carols my host had 
a lot of other good American music. He al- 
ways has music going in the operating room 
when he is operating. He is an accomplished 
and enthusiastic photographer and some of 
his work has appeared in American journals. 
He showed me a lot of it—all of the highest 
quality. His daughter is a youthful artist and 
I saw a lot of her work, which was very fine 
—to my eye at least. The 7-year-old son was 
very bright and attractive and entered freely 
into the conversation whenever he was ad- 
dressed. My hostess was also charming, 
highly intelligent, and an excellent conversa- 
tionalist. I have seldom had a pleasanter eve- 
ning. When I made my farewells, the whole 
family drove me back to my hotel. 

I was frequently a guest in the homes of 
Americans in India. There I felt right at 
home, as indeed I did in the home of the 
Indian surgeon just mentioned. In the Ameri- 
can homes they naturally stuck very closely 
to Indian food, which is delicious. There 
were plenty of mangoes all through India, 
both in homes and in hotels. At lunch one 
day in the home of an American, I was of- 
fered “mango fool.” I inquired what it was 


and was told that it was a drink made of 
buffalo milk and mangoes. The idea filled 
me with horror, but following my custom of 
always trying the native dishes (I once ate 
toasted caterpillars in South America), I 
tried it and found it to be delicious. Buffalo 
milk as well as cow’s milk is used through- 
out India. There is no pasteurization, so dis- 
criminating people always boil milk before 
drinking it. 

Although there is no speed limit in India 
(except in the cities), travel by automobile 
is slow, both due to the nature of the roads 
and to the restrictions enforced by the im- 
pedimenta found on the roads—cows, pe- 
destrians, cyclists, carts, donkeys, and dogs, 
none of which make any effort to stay clear 
of the motorist. It is incumbent upon the 
motorist to stay clear of all these things, 
especially cows, which are very sacred in 
India. 

A custom which surprised me in India was 
that of placing leis around the necks of ar- 
riving and departing guests. This, of course, 
is routine in Hawaii. One theory as to the 
origin of the Polynesians is that they came 
from Southern Asia. Does the presence of 
this custom in such widely distributed areas 
bear out this theory? 

According. to many accounts, the sudden 
and forceful division of India into separate 
political groups caused untold suffering. I 
was told, for instance, that the Sikhs (who 
have a religion of their own) said to the 
Muslims “Get out. This country has been 
given to us.” They drove them out with 
wholesale murders. They would go through 
a train and cut the throats of all the Muslim 
men, women, and children. On one occasion 
a European woman was told to close her 
eyes so she couldn’t see it. According to re- 
ports the Muslims and Hindus treated each 
other in about the same way. “Man’s in- 
humanity to man makes countless thousands 
mourn.” 

I have been asked by many people about 
the attitude of India towards Communism. 
Naturally I am not qualified to answer that. 
One sees an occasional Communist demon- 
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stration on the streets of Indian cities. I 
was told that thése were not spontaneous 
but were put on by people hired for the 
purpose. I got the feeling that the main thing 
the Indians want is to be left alone to work 
out their own destiny without interference 
from-either the Communist world or the 
Western world. I do believe, however, that 
they are babes in the woods so far as their 
knowledge of Communism is concerned and 
do not realize the dangers of Communism or 
the world ambitions of the Communists. One 
must remember that the Indians have created 
the most mystic religion in the world and 
that this mystic religion reacts on them to 
make them more mystic still and therefore 
out of touch with reality. 

How do the Indians assume the responsi- 
bilities of government, which were so sud- 
denly thrust upon them when the British left 
India? I cannot believe that the average In- 
dian knows what government is all about 
(any more than he does in most countries 
for that matter). I can only give you an ex- 
ample as related by an American woman 
who was present when the first elections took 
place after the British left. She was in a 
village in which there were two candidates 
for Congress for that district. People did 
not know which candidate to vote for. They 
went to the priest and asked his advice. He 
went to the temple, put some small offering 
on the altar before the idols, made some mo- 
tions, said a few prayers, and came up with 
an answer in favor of one of the candidates. 
All the people in that village voted for that 
candidate. 


THE Tay MAHAL 


The Taj Mahal is at Agra, 125 miles 
south of Delhi. I traveled there over dusty 
roads filled with all the various impedimenta 
that can clutter Indian roads. However, it 
was more than worth it. I think it is the most 
impressive single piece of architecture I 
have ever seen any place in any part of the 
world, Before attempting to describe what 
is really indescribable, a brief history of it 
is in order. 


Taj Mahal means “Crown of the Palace.’ 
It was built by Shah Jehan (the fifth Mogul 


emperor) as a tomb for his favorite wife, ' 


who was called by him Taj Mahal (Crown 
of the Palace), and who was also called 
Muntaz Mahal (Jewel of the Palace). She 
was the niece of Nur Mahal (Light of the 
Palace), the favorite wife of Jahangir (the 
fourth Mogul emperor), father of Shah 
Jehan. Both Taj Mahal and her aunt, Nur 
Mahal, must have been strikingly beautiful 
and attractive women. Certainly they 
wrapped their emperor husbands right 
around their fingers in spite of the intrigues 
of the competing ladies of the respective 
harems. It is certain that Nur Mahal, at least, 
not only held dominant sway over her hus- 
band’s harem, but over the emperor himself 
as well. The incomparable monument which 
serves as the tomb for Taj Mahal is abun- 
dant evidence that she did equally well. 

The Taj Mahal, so well known in pictures, 
is really a poem, a symphony in stone. The 
grounds are lovely with quadrangular pools 
in straight lines reflecting the image of the 
magnificent edifice. The Taj is of white 
marble, very soft looking. In fact it is so soft 
looking that on observing it one feels as if 
he could make a dent in it with his finger. 
To the left of the Taj is a mosque and to the 
right a guest house, making the whole pat- 
tern very symmetrical. I arrived at sunset 
and saw it in the varying lights succeeding 
sunset to darkness. The next day I saw it in 
bright sunlight. It is beautiful in all shades 
of light but it is desirable to see it in all of 
them. The dome of the Taj is crowned with 
an inverted marble lotus flower. So are two 
smaller domes. There are four minarets. 
These are now closed because during the 
recent disturbances a Sikh pushed a Muslim 
woman from the top of one, of course killing 
her. The proportions of the building are 
beyond compare. The sides are beautifully 
decorated with inlays of black marble, cor- 
nelian, jade, and other semi-precious stones. 
It is said that the builders built like Titans 
and finished like jewelers. 

The doors at the entrance of the Taj are 
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of multi-figured bronze. Inside there is a 
circular marble latticework surrounding the 
tombs and a circular walkway around this. 
Everywhere the beautiful marble is decorated 
with incomparable inlays. There are many 
inlays of lotus flowers, each flower comprised 
of dozens of pieces of semi-precious stones. 
The beautiful marble inlaid tomb of Taj 
Mahal is in the center of the inner circle and 
the similar but smaller one of her husband is 
beside her. (The bodies are actually in the 
crypt below the tombs but are in tombs simi- 
lar to those above in the rotunda.) At the 
tomb an attendant gave me a sprig of latam 
(sandlewood) leaves, for baksheesh. He also 
sang a high note and I listened to the beauti- 
ful echo from the high dome. 

The Taj is on the Jumna River, a tributary 
of the Ganges and sacred to the Hindus. It 
is said that Shah Jehan had planned to build 
a black marble tomb for himself across the 
Jumna from the Taj but never got around 
to it. His last days were sad in that he was 
imprisoned by his son, who deposed him. 
The imprisonment took place in palatial 
quarters (which I saw) in a palace called 
“The Fort” (as is the one in Delhi), which 
is 1% miles away from the Taj. This palace 
was started by Akbar (the third Mogul 
emperor and said to have been one of the 
wisest rulers in history) in 1565, continued 
by his son, Jahangir, and finished by his 
grandson, Shah Jehan. The palace is almost 
exactly like the one of similar name in Delhi, 
except that it is not quite as large. The Star 
of David is prominent in the architecture. 
Akbar had Hindu, Muslim, and Christian 
wives. There are evidences of Hindu archi- 
tecture—lotus flowers, pigeons, and ele- 
phants—in stone of course. Muslim archi- 
tecture tends to geometrical lines. In Hindu 
architecture the lotus flower predominates. 
The place of Shah Jehan’s imprisonment was 
the Circular Pavilion, only about 25 feet in 
diameter. The Pavilion is of marble and is 
half surrounded by a semi-circular balcony 
from which Jehan used to look wistfully at 
the Taj Mahal, about 1% miles away. There 
is a small onyx set in the wall of the balcony 


in which he could see the reflection of the 
Taj when he was so old that he could not 
see that far away himself. The reflection of 
the Taj can still be seen perfectly in it. What 
a sad ending for the builder of such a superb 
monument ! 


HINDUISM 
Hinduism is the prevailing religion in 
India. Buddhism, which sprang from Hindu- 
ism, now has comparatively few followers 


Fic. 2. Safdar Jang Tomb, the minister of Ahmed 
Shah. Founded by his son, Shuja Uddaula, in A.D. 
1753, Delhi. 


there in contradistinction to the great num- 
ber found in Tibet, China, Thailand, and 
Japan. Hindu temples—large and _ small, 
richly built and of poor construction—are 
everywhere. The better temples are beautiful 
in design and ornamentation. There are 
tiled marble floors and graceful columns, 
often spirally built. The images are covered 
with rich dresses and jewels, which are fre- 
quently changed. As a rule, the temples are 
open and birds fly through them without 
disturbing the worshippers. Peasants flock 
to the temples with offerings of small coins, 
meat, flowers, or fruit. They pray fervently 
and fearfully (judging by their expressions) 
to the idols of wood and stone 

One temple I visited in a poor section had 
a commanding view of the sea. Lines of 
beggars were sitting on each side of the 
street leading to it. There were also shops to 
sell pieces of coconut to be used as offerings 
to the images. Looking into the temple I 
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saw several Hindus kneeling before the 
images with their offerings of pieces of 
coconut or small coins in front of them. A 
priest, evil looking and naked from the waist 
up, dished out holy water from a vessel with 
a spoon and put it into the hands of the 
worshippers. They sipped a little of it and 
put the rest on their faces and hair. There 
were a number of kites (they looked like 
huge crows) flying about the temple. 

Of course, anyone going into Hindu tem- 
ples has to take off his shoes. This is gen- 
erally not very much of a chore and the 
floors are as a rule very clean, so one does 
not mind walking around in his stocking 
feet. I visited one temple, however, where 
the streets and alleys surrounding it were 
wet and filthy, and although the worshippers 
went into the temple barefooted, they carried 
quantities of wet mud in with them. Had I 


taken off my shoes to go in as required, I. 


would have gotten my feet filthy dirty. This 
I did not do. At any rate, seeing temples in 
India can be very much overdone just as 
seeing churches in Europe. I am reminded 
of a man who had spent some time on the 
Continent and on arriving in Edinburgh re- 
fused to go into the famous St. Giles Cathe- 
dral. On being asked why, his reply was, “No 
more damned cathedrals.” 

Hinduism as a religion is difficult to de- 
scribe. There are two main sects in the re- 
ligion and more than fifty sub-sects, each 
seeking to obtain salvation with the aid of 
its own gods and ceremonies. It is believed 
that the religion of the less advanced Hindus 
is little more than primitive animism—a 
belief in spirits of various sorts, some hostiie, 
some friendly, some neutral. The better or- 
ganized Hindu religion recognizes a trinity: 
Brahma, the Creator ; Vishnu, the Preserver ; 
and Shiva, the Destroyer. There are many 
other gods also. Vishnu has had many sub- 
sequent incarnations. Buddha was the ninth. 
Lord Krishna was another incarnation of 
Vishnu. He has become a god-man with the 
Hindus and has largely taken the place of 
Vishnu himself. Krishna came from a noble 
family and was sort of a Robin Hood for 


the people—a daredevil who loved fun and 
the ladies. Of the three gods in the trinity, 
Shiva has become the most popular. The 
masses like him because he is supposed to 
be of their kind—passionate, violent, and 
licentious. He had a sluttish wife. In his 
name, or hers, there are secret sects of pious 
sexual perverts who indulge in all sorts of 
sex orgies. However, indulgence in erotic 
practices is not alone a part of the worship 
of Shiva, but also of Vishnu. 

An essential part of the Hindu religion is 
a belief in not only the transmigration of 
the soul, but also the transmutation of the 
body. By leading a good life and praying 
dutifully, they hope to improve their state 
in the next life. If they have led an ex- 
traordinarily good life, they might be princes 
or even brahmins in the next life. If they 
have led an evil life, they may return as 
dogs, pigs, insects, or even as slimy weeds 
on the edges of swamps. There is a sense of 
hopelessness in their entire existence. The 
idea of transmigration is a weary round of 
endless life. They believe that if they die on 
the banks of the Ganges (Holy Ganga), they 
will escape further transmigration and enter 
Nirvana—a state of nothingness, which to 
them means a state of peacefulness. It can 
readily be understood how people with such 
a dismal outlook have little fear of Com- 
munism. At its worst it can hardly be very 
much worse than what they already have. 

One way of obtaining salvation is in a 
complete renunciation of all worldly goods. 
Frequently “holy men” may be seen on the 
street with nothing on but a loin cloth. They 
would not wear that except that the law re- 
quires them to wear that much. Sometimes 
their entire bodies are covered with chalk. 
These men live by begging and have nothing 
except what is given to them. They seldom 
want, however, because it is considered a 
good deed to contribute to them. 

An essential part of the Hindu religion 
is a belief that it is wrong to kill animals of 
any sort. Cows, of course, are sacred and 
run wild every place, except in Bombay, 
where they are kept penned up in order to 
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keep them from being nuisances by wander- 
ing around the streets ad libitum. In other 
places they are real nuisances because they 
get in the way of pedestrians, cyclists, and 
motorists. If a motorist hits one, he is in 
real trouble. Cow’s milk is used for food 
but not the meat, except by a very few people. 
Although oxen are also sacred, they are used 
to draw carts. 

India is full of monkeys and they are often 
a great nuisance, stealing and breaking up 
the slender possessions of the inhabitants. 
They will steal anything they can get their 
hands on in people’s houses and carry them 
up into a tree or out into the plain. How- 
ever, the Hindus won’t kill them. When they 
become too much of a nuisance in a certain 
village, the villagers collect all the monkeys 
in their village, take them some distance 
away and turn them loose to be a nuisance 
in another locality. One way of doing it! 

Many devout Hindus wear gauze masks 
over their faces to keep from inadvertently 
breathing in a gnat and thus smothering their 
grandmother. They will also often sweep a 
path in front of them to keep from stepping 
on an ant and killing their grandfather. 

Orthodox male Hindus often have their 
hair clipped short except for a long tuft of 
hair at the vertex of the scalp—something 
to pull them into heaven with, should every- 
thing else fail. 

Neither Hindus, Buddhists, nor Zoroasters 
have any sabbath or rest day, but have nu- 
merous religious holidays. One surgeon told 
me that he played golf early every Sunday 
and then operated from 10:00 a.m. on upon 
patients who liked to take advantage of the 
holiday (to some people) to have their op- 
erations done. 

The Ganges may be considered the center 
of Hindu life. It is the holy river to which 
every devout Hindu wishes to make a pil- 
grimage. Many old or sick Hindus make 
every attempt to get to the banks of the 
Ganges, even if they have to creep or crawl, 
in order to die on the banks of the sacred 
stream (or its sacred tributary, the Jumna) 
and thus escape further transmigration. In 


view of its importance in the life of Hindus, 
an account of a visit to it is worth recount- 
ing. 

‘I left my car in the center of Benares and 
walked through a crowded street to the 
Ganges. Sitting on the ground crosslegged 
in rows in the street were many barbers with 
their customers sitting facing them in the 
same manner. All of the customers were 
having their heads clipped close except for 
the tuft of long hair left at the vertex. They 
had their hair clipped so it could grow out 
in this holy area. Some women were also 
having theirs clipped. Many people were 
coming from the temples with their fore- 
heads painted. The painting is done by the 
priests as some part of their religious ritual. 
Many were uttering some sort of cries about 
Shiva or the Ganga. There were many priests 
looking just a little bit more stupid than the 
rest. Some were cleaning their teeth with 
neem tree twigs. 

This is the holy land of Shiva, the De- 
stroyer. He is shown in some of his statues 
with eight arms pushing devils away. Every- 
thing has to end in destruction so he bosses 
the job. If he can kill the devils without a 
drop of blood touching the ground, no more 
will spring up. One drop of blood did touch 
the ground, a devil sprang up, and Shiva 
crushed it with his foot. He caught the blood 
from the other devils in a cup and drank it. 

Reaching the Ganges, I got into a boat 
with a guide and a number of rowers and 
we rowed up and down the stream in order 
to get a good view of the religious antics 
which were going on, both on the banks and 
in the stream itself. The buildings along the 
banks were mostly the former homes of 
maharajas, which are now being principally 
used by the government as rest houses for 
pilgrims. The government is gradually tak- 
ing over the estates of the maharajas. Some 
of the latter are being paid relatively small 
salaries for some government work and some 
have gone into business. 

The stream itself all along the bank was 
full of bathers, many more men than women. 
Some went in with all their clothes on. Most 
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of the men had on only a G-string or a very 
thin pair of shorts. All were washing them- 
selves. The women were in saris. In washing 
themselves, occasionally a breast would flop 
out, which they didn’t seem to mind at all. 
This is unusual in India, because as a rule 
the female breast is not exposed and even 
doctors have trouble in examining the upper 
part of the body, but not the lower part. 
Those who were not soaping and washing 
themselves were washing their clothes. The 
water was very muddy and extremely dirty. 
It looked thick enough to cut with a knife. 
In one spot I saw the body of a dead dog 
floating, so bloated that it looked as if it 
were about to burst. Some of the people were 
drinking this water, brushing their teeth with 
it, gargling with it, mumbling prayers, and 
making funny signs at the water with their 
hands. They take jugs of it home with them 
for use after leaving the sacred place. 

My Hindu guide told me that it had been 
“scientifically proven” that the water of the 
Ganges killed bacteria. I am generally polite 
to foreigners when I am a guest in their 
country, but this was too much for me, and 
I am afraid that I was a little explosive in 
telling him how silly and stupid such a no- 
tion was. Naturally he could give no account 
of the experiments involved in producing 
the “scientific proof.” Later on he told me 
that the city water of Benares was taken 
from the Ganges and used after being filtered 
and sterilized. When people are this crooked 
in their thinking, is it any wonder that they 
are politically somewhat muddled? The won- 
der is that they have done as well as they 
have. 

On the banks of the river at various spots 
were the burning ghats (ghat means wharf 
or landing) where cremations take place. 
(The Hindus always cremate, while the 
Muslims bury their dead.) The body is first 
dipped in the Ganges and then burned on 
the ghat in the open. It is apparently a per- 
petual process. There were some bodies wait- 
ing on the banks and others being burned. 
The ashes are then thrown into the Ganges. 
Children under three are not cremated, but 


Fic. 3. Moti Masjid, or Pearl Mosque. Built in 
in A.D. 1622 by Shah Jehan. 


their bodies are weighted and thrown into 
the Ganges. Everyone keeps some of this 
filthy “holy water” at home. 

Cremation takes place only a few hours 
after death. On the streets one frequently 
sees bodies on the way to burning ghats. 
They wrap the women in blue and the men 
in white. A man may be seen taking his dead 
wife to the ghat in a cart, or even on a 
bicycle, or carrying her on his shoulder. 

Going ashore again, I went to a small 
Shiva Temple, 400 years old, which is also 
called the Love Temple. Outside the temple 
there were many monkeys playing in the 
trees. This was very appropriate because of 
the “monkey business” depicted in the tem- 
ple carvings. The architecture of the temple 
showed Chinese influence. The wood was of 
Indian teakwood. 

Below the cornice there were many carv- 
ings depicting love scenes. One showed a 
bride and groom, the groom with his hands 
on his wife’s breasts and she with hers on his 
genitals. Another showed a man caught in 
the act of adultery by his wife, who was 
pulling the hair of the adulteress and asking 
her to leave—not very gently, I fear. An- 
other shows a man with two’ wives, both of 
whom are contending for his attentions. In- 
side the temple there is a huge lingam 
(penis )—a symbol of Shiva—inserted into 
a huge vagina. There is also a huge upright 
lingam in a corner of the small courtyard 
of the temple. The linga are often stroked by 
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women to cure them of sterility. 

I then passed a house where poor widows 
live. They were chanting praises to their 
gods—probably to escape boredom. Hindu 
widows are not allowed to remarry. 

Many of the streets of Benares are filled 
with beggars, filth, and cows. The beggars 
carry baskets to receive gifts from the popu- 
lace. A man threw some grain into a basket 
of one of the beggars and some of it spilled 
on the ground. The beggar picked it up from 
the dirty ground and ate it. A cow defecated 
almost in his basket, the feces spattering 
over him, but he didn’t move an inch. They 
don’t mind handling cow dung, but it is al- 
most impossible to get a servant to wash a 
dog because it is “unclean.” They handle 
cow dung with their hands all the time and 
plaster it against walls to dry in order to 
use it for fuel. 

I saw many priests stripped from the 
waist up, sitting, meditating, and looking 
unutterably stupid. 

No matter what evils may be attributed to 
Hinduism, it does seem to have one virtue 
which we cannot very consistently claim for 
Christianity, namely toleration. Hinduism has 
never conducted any Inquisitions. It does 
seem to have its seamy side though, because 
I passed through a little village between 
Delhi and Agra in which Lord Krisna was 
born. This entire area is sacred to the Hin- 
dus. Christians have a hard time there be- 
cause the Hindus believe they pollute the 
sacred area. Hindus won't sell Christians 
salt and abuse them in other ways. However, 
this is mild treatment compared with that 
doled out by Christians to Christians during 
the Inquisition, and at other times in our 
own history, such as those of the Salem 
witch burnings. 


PARSEES 


“Parsee” is a corruption of “Persian.” 
Parsees are Persians who migrated from 
Persia to India 1200 years ago. They were 
Zoroasters who left Persia in order to escape 
religious persecution when Persia became 
Muslim. They have kept their religion and 


race intact. They do not intermarry with 
any other people except in rare instances. If 
a male Parsee marries into. another faith, his 
children are Parsees, but if a female does her 
children are not Parsees, although she is 
allowed to stay in the faith. There is no 
proselytism—no outsiders are allowed to 
become converts. A prominent Parsee in 
Bombay told me that he had never heard 
of but one Parsee becoming a convert to 
another faith, and that man became a Chris- 
tian when the English first came to India 
and tried to convert everybody to Christian- 
ity. The Parsees form a very compact group. 
Many of them are very rich and in their 
group are some of the most prominent busi- 
ness and professional men in India. They are 
very charitable people. There are now only 
100,000 Parsees in the whole world, 50,000 
being in Bombay. There are 250 in the 
United States. The Parsees in India believe 
that those in the United States will probably 
disappear by intermarriage. 

The importance of the Parsees in India is 
entirely out of proportion to their numbers. 
Their culture, honesty, and benevolence are 
by-words in India. Their prosperity how- 
ever exposes them to the envy and jealousy 
of certain elements. I was told by a promi- 
nent Parsee doctor that the present govern- 
ment is trying to squeeze the Parsees out— 
forcing them to give up various businesses, 
properties, etc. 

The religion of the Parsees (the Per- 
sians) is Zoroastrianism. This was founded 
by Zoroaster (Zarathustra—see Nietzsche’s 
“Thus Spake Zarathustra”), who lived in 
Persia about 1,000 B.C. Zoroasters are com- 
monly known as fire worshippers. However, 
the Parsees say that fire is only a symbol of 
God. They keep fire going perpetually in 
their temples. When a new temple is built, 
the fire is started by fire brought from 
another temple, so each fire is a descendant 
from that fire which was originally started 
by Zoroaster. No one but a Parsee is allowed 
to enter their fire temples. They pray five 
times a day and have three precepts: see no 
evil, hear no evil, speak no evil. 
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Parsees have a unique way of disposing of 
their dead—the bodies are exposed to be 
devoured by vultures. This rite takes place 
on the top of the Tower of Silence. No one 
but the pallbearers is allowed to go to the 
actual tower, which is generally out of sight, 
hidden by trees. The family stays behind in 
a temple. The pallbearers accompanied by 
four priests in white take the body to the top 
of the tower. The priests say the last prayers 
for the dead. Then they take the clothes off 
the body and leave. Within an hour the bones 
are picked clean by vultures. The bones are 
then allowed to fall into a receptacle that de- 
stroys them chemically and the residue is 
washed out to sea. 


MEDICINE 


The hospitals in India follow the British 
system, which is natural, their having been 
under British rule for so long. Operations on 
private patients are done in nursing homes as 
in England. These are really small private 
hospitals. Their hospitals proper are all pub- 
lic institutions. I operated in a nursing home, 
a hospital (public), and in an American 
mission hospital, so had an opportunity 
to get first hand information about all three 
classes of hospitals. Until the British left 
India, almost everyone who went abroad to 
study medicine went to England. Therefore, 
most of their highly trained surgeons were 
trained in England. 

Through the courtesy of Dr. R. N. 
Cooper, of Bombay, I operated on several 
private patients in Dr. Bacha’s Memorial 
Nursing Home. The house staff in the Nurs- 
ing Home was meager and inadequately 
trained. Dr. Cooper was kind enough to give 
my anesthetics for me (spinal) and then 
assist me in my operations. I had no other 
assistant. The elderly Indian scrub nurse, 
however, was very efficient and handled 
instruments and sutures beautifully. 

My first operation was done early in the 
morning on an elderly man with a large 
scrotal inguinal hernia. I left the usual 
orders for the patient to be up as soon as 
the anesthetic wore off, and especially in- 
structed the nurses to get him up to void. I 
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went back to the Nursing Home that evening 
to see how my patient was getting on. He had 
a large private room with a large bath ad- 
jacent. The room was full of relatives. There 
were also two nurses (special) and two 
house doctors there. The patient was com- 
plaining of not being able to void and of 
intestinal gas which he couldn’t pass. I asked 
the nurses and doctors why he had not been 
gotten up as ordered. They simply threw 
up their hands and grinned—weren’t used to 
getting patients out of bed so soon after 
operation. I first got all the relatives out of 
the room and then got the patient out of bed. 
The two nurses and I walked him into his 
private bath and had him sit on the stool. He 
immediately voided and soon started an ar- 
tillery barrage of passing flatus. I said to the 
nurses, “That is music to our ears, isn’t it?” 
They laughed heartily and the patient said, 
“Tt is to mine also.”’ The nurses, doctors, and 
family were amazed, not only at getting the 
patient up so soon after operation, but also 
at the immediate relief. 

I operated on another patient in the same 
Nursing Home late one afternoon. I was 
called at my hotel at 2:15 o’clock the next 
morning by the patient’s wife, who said that 
he was raving with pain. I talked with the 
house doctor over the telephone and he 
seemed helpless. There was nothing for me 
to do but get out of bed and go to see the pa- 
tient. When I got to the Nursing Home, he 
was asleep. He had voided and had had only 
one dose of a narcotic. His temperature, 
pulse and respirations were normal and his 
belly was soft. The alarm was a completely 
false one and my disturbed sleep was entirely 
due to the inexperience of the house man. 

I found my patients however to be very 
courteous, cooperative, and grateful. One 
elderly woman upon whom I operated for 
a huge pendulous incisional hernia which 
contained the bladder, and because of bladder 
obstruction necessitated frequent catheteriza- 
tions, was very grateful for the result and 
touched me deeply when I went to say good- 
bye to her in the Nursing Home. As I said 
goodbye, she put a lei around my neck and 
handed me a beautiful bouquet. I thanked 
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her and said that the flowers were lovely. 
She said, “You are lovely” and made affec- 
tionate signs—very moving. 

I lectured at the Seth Cordhandas Sunder- 
das Medical College. There are 450 medical 
students, about half of them women. As- 
sociated with this medical college is the King 
Edward Hospital (public). This hospital has 
550 beds and 100 “biscuits” (pallets on the 
floor). The latter reminded me of my service 
with the British in World War I. Nearby 
there is a children’s hospital, a maternity hos- 
pital, and a cancer hospital. 

At the request of Dr. Munsif, one of the 
Honorary Attending Surgeons (the title fol- 
lows the English system), I operated in the 
King Edward Hospital. The case was sup- 
posed to be one of bilateral inguinal hernia. 
(Dr. Munsif wanted me to demonstrate the 
tantalum gauze technique.) There was a re- 
ducible scrotal mass on the right side with all 
the earmarks of hernia. I made the usual 
right inguinal incision. On opening the cord 
in order to look for the sac, milky fluid ran 
out indicating filariasis, which is prevalent 
there. I had inadvertently operated on a case 
of filariasis, but was glad to see what the 
inside of such a case looked like. I then made 
a LaRoque muscle splitting incision about an 
inch above the internal ring and put my 
finger into the abdominal cavity in order 
to make sure that there was no hernia pres- 
ent. I could find none, neither direct, in- 
direct, nor femoral. None of the spectators 
had ever heard of a LaRoque incision and 
they were as glad to see that as I was to see 
the inside of a case of filariasis. On the left 
side there was a direct hernia, which I re- 
paired by placing the cord in the original 
Halsted subcutaneous position and reinforc- 
ing the floor of the canal with tantalum 
gauze. 

The facilities of this hospital were meager 
compared with those in our own public hos- 
pitals. Under their socialistic system the pa- 
tients are supposed to get completely free 
medical care, but I was told that they do not 
always get it. They have to pay sweepers, 
nurses, and doctors, but of course no receipts 
are given and they are afraid to talk about 
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it for fear of getting no treatment at all. I, 
of course, had no way of verifying this re- 
port. 

The American mission hospital in which 
I operated was the Philadelphia Hospital 
at Ambala City in the Punjab, which is run 
by the Presbyterian Church. The surgeon 
and director of the hospital is Dr. Paul, a 
Christian Indian. The hospital has only 80 
beds and it has been operating for a number 
of years without any running water. Run- 
ning water was in the process of being in- 
stalled while I was there. Most of the cases 
I operated upon there were hernias, one a 
strangulated scrotal hernia, which came in 
while I was at lunch. There were 18 inches 
of very red ileum, but resection was not nec- 
essary. One case was that of a 13-year-old 
boy with intestinal obstruction. The mission 
doctors had seen a lot of these cases so 
knew what the obstruction was caused by. I 
did not. I operated and found tuberculosis 
of the cecum with four separate and distinct 
tuberculous lesions in the terminal ileum. I 
did a sidetracking operation, anastomosing 
the ileum proximal to the lesions to the trans- 
verse colon. I would have resected, but the 
doctors on the staff who had had a lot of 
experience with these cases told me that they 
do very well with this type of operation, giv- 
ing them anti-tuberculosis drugs postopera- 
tively. 

Another patient I operated upon here was 
a crusty, rich, fat, 59-year-old Sikh Sardar. 
He had two wives. The only one I saw was 
young and pretty. She was around the hos- 
pital all the time. The other one was said to 
be old and not so pretty. He kept her away 
from the hospital. 

This hospital is doing a magnificent job 
with very little equipment. For instance, 
while operating I asked for a pair of ring 
forceps for handling the intestines. I found 
they had not a single pair in the hospital. 
The only general anesthetic agents available 
are ether and chloroform. They have no 
oxygen or gas of any sort. 

When the Mission Hospital was first 
opened, the patients wouldn’t sleep on the 
hospital mattresses but brought their own. 
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They were afraid that possibly the mat- 
tresses had previously been slept on by a 
sweeper, and that they would lose caste. 
With the gradual obliteration of the caste 
system (originally introduced to protect the 
white invaders of India) the patients are 
now glad to accept what the hospital offers. 
The hospital now has quarters for the ac- 
commodation of families of patients. As a 
rule, the families feed the patients and are 
careful to follow the doctor’s instructions as 
to diet. 

The operating room technique in the hos- 
pitals in which I worked was, to say the 
least, different from ours. Scrubbing before 
operations is crude—ordinary soap and al- 
cohol. In the mission hospital we did scrub 
with phisoderm, but there was no running 
water. In putting on their gloves, surgeons 
think nothing of touching the outside of them 
with their bare hands. Spectators are con- 
stantly touching the elbows of surgeons. This 
happened to me at my first operation. I asked 
for a sleeve—there was none. After that I 
was careful to keep my elbows away from 
the table. The instrument nurses brush the 
fronts of their sterile gowns against the non- 
sterile backs of surgeons and think nothing 
of it. Being used to silk, I used it, but found 
that my assistants, who were not used to it, 
constantly broke it in tying, although the 
silk was of good quality. 

The diseases seen in India are entirely 
different from those seen here. One not only 
finds the diseases seen here but many others 
besides. Name the disease and they will show 
it to you. There is much typhoid and tetanus, 
now rarities here. Surgical tuberculosis is 
very prevalent—glands, bones, joints, and 
intestine. Pott’s disease is very prevalent. 
Spinal fusions to correct this are common. 
So is osteomyelitis a very common disease. 

There are many cases of osteomalacia as- 
sociated with pregnancy, probably due to 
anemia, poor diet, and vitamin deficiency. 
There are many cases of very severe anemia 
—often associated with pregnancy and ma- 
laria. The hemoglobin goes down to 10% 
and the red blood count to below a million. 


These patients almost never get transfusions. 
The people are afraid of it—superstitious. 
They use liver and iron and some of them 
get well. 

I saw a little girl with noma—cancrum 
oris—with loss of the right cheek, maxilla, 
and mandible. She was undergoing plastic 
surgery, but could never marry due to the 
blemish. 

One day while I was operating at the 
Mission Hospital, a case of cholera was 
brought in. The patient had been ‘stricken 
only the night before but died before he 
could be taken to the ward. These cases be- 
come tremendously dehydrated almost at 
once from vomiting and diarrhea. If they can 
get intravenous fluids into them fast enough, 
they save some of them. They have at times 
had 50 or 60 cases of cholera at one time in 
the Mission Hospital. 

On leaving the Mission Hospital one day I 
met a young woman being lead in who was 
obviously in great pain. She had a huge oph- 
thalmic tumor, which was cylindrical in shape 
and which projected 2% inches from the 
eye socket with the deformed eye located at 
its distal end. One of the mission doctors told 
me that tumors of that type are common in 
India but that the patients generally come 
too late for treatment. As a matter of fact, 
they come too late for treatment with almost 
everything. The ophthalmic tumors are sar- 
comas, and if they receive treatment early 
enough, the whole thing can be scooped out 
before metastases occurs. 


CONCLUSION 


As in the Middle East, I felt that the In- 
dian people were very friendly towards the 
American people but that they were very 
suspicious of our government. They cer- 
tainly do not have the same reasons to be 
suspicious that the Middle East has, What 
then is the reason for their suspicion? And 
this in spite of the fact of all the aid we 
have given the Indians. That is one of the 
many imponderables which we are facing to- 
day. One cannot help wondering, though, 
how much good our foreign aid does. The 
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only country which I have visited in which 
I thought it was really appreciated was 
Austria. I think also that what little aid we 
have given the South American countries is 
appreciated there. One might well ask the 
question: Are we not paying too much at- 
tention to alien people with civilizations and 
cultures entirely different from ours, when 
we should be trying to effect the solidarity 
of the Western Hemisphere by paying more 
attention to our neighbors here who are of 
the same race, traditions, culture, and civili- 
zation ? 

While in India I went to a beautiful 
Fourth of July party at the American Em- 
bassy. The grounds and trees were beauti- 
fully decorated with red, white, and blue 
electric lights. There was music, soft drinks, 
sandwiches and other refreshments for the 
1900 people present. This was fine, but does 


it touch the people? I got the distinct feeling 
throughout India that our diplomats do not 
touch the lives of the Indian people and that 
they make little impression upon them. Cer- 
tainly that is not true of the medical mission- 
aries. They live with the people, work with 
them, treat them, know how they live, know 
what they are thinking, and get to know 
them thoroughly in every way. All through 
Asia I felt that our medical missionaries 
were our best ambassadors. It is my feeling 
that our State Department should take a leaf 
from their book, and instead of keeping 
their staffs around the capitals, where the 
official business and parties are, they should 
be sent out all through the countries they are 
assigned to and really get to know the people 
on a social as well as on a business basis. 
1014 St. Paul St. 
Baltimore 2, Md. 


FLAG DAY—JUNE 14 


PLEDGE OF ALLEGIANCE TO THE FLAG 


“T pledge allegiance to the Flag of the United States of America and to the 
Republic for which it stands; one nation under God indivisible, with liberty 
and justice for all.” 
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Our Convention 


ROFESSIONAL Excellence—The 
P criterion of Military Medicine is the 

theme for our 64th Annual Convention 
to be held at Hotel Statler, Washington, D.C., 
October 28, 29, and 30, this year. 

The president of our Association, Colonel 
Amos R. Koontz, the general chairman, 
Major General Paul I. Robinson, the pro- 
gram chairman, Colonel Robert C. Kimberly, 
and their committees have been working for 
months now arranging all the details for this 
annual get-together. 

Much has been accomplished to provide an 
excellent program. We are not ready to re- 
lease the details yet. It is a little too early for 
that step. But it is not too early for you to 
plan to attend this fall meeting. The Hotel 
Statler is holding a block of rooms for those 
who desire accommodations there. In asking 
for reservations be sure to mention that you 
will attend our convention. This will assure 
you a room, otherwise you may be disap- 
pointed in obtaining reservations. 

This paragraph is for the ladies. Mrs. 
Charles S. Gersoni is chairman of the Ladies’ 
Committee. She assures us there will be 
plenty of events, including the traditional 
luncheon, yet there will be time for shopping 
or visiting places of one’s own choice. 

Make your plans now. Washington is a 
fine place to visit, especially in the fall, and 
our convention always has much to offer. 


Men with Vision 


AN-AMERICAN WEEK was ob- 
P served this last April in San Francisco 
with envoys from all twenty-one 
American Republics. Various functions in 
many cities during the week emphasized the 
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strong bonds of friendship which exist be- 
tween the good neighbors of the Western 
Hemisphere. 

The strength of the Organization of 
American States has not been due entirely to 
the efforts of able government officials. The 
roles of professional people, among whom 
we cite the ophthalmologists as “Medical 
Ambassadors,” have played no little part in 
cementing the relationship of the North, 
Central, and South American countries. 

It was appropriate and perhaps not coin- 
cidental that the Fourth Interim Congress of 
the Pan American Association of Ophthal- 
mology gathered in New York City during 
Pan-American Week. In a joint meeting 
with the National Society for the Prevention 
of Blindness there were over one thousand 
registrants representing the specialty of oph- 
thalmology in the twenty-one Nations. 

A varied program of medical and surgical 
subjects with active English and Spanish 
translations held the interest of large audi- 
ences. The meeting was introduced by Doc- 
tor Brittain F. Payne, the Association’s able 
and active president, and there followed 
notable speakers among whom were Mayor 
Robert F. Wagner of New York City, 
Mason H. Bigelow, Assistant Secretary of 
Defense Frank B. Berry, Major General 
Dan C. Ogle, Surgeon General of the U. S. 
Air Force, Dr. William L. Benedict, and Dr. 
M. E. Alvaro. 

Dr. Howard A. Rusk addressed the formal 
Conference Dinner with a timely subject, 
“Doctors as Diplomats.” The Army was 
represented in the exhibit section by an in- 
teresting display depicting the top Walter 
Reed Ocular Research Unit’s original work 
on “Corneal Preservation.” The School of 
Aviation Medicine showed its new studies on 
“Ionizing Irradiation.” 
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Such conferences should be encouraged 
world-wide. The medical profession, inter- 
ested in alleviating the physical infirmities of 
all men, has a common meeting ground for 
all nations. 


Highway Slaughter 
\ EXCERPT from an article which 


appeared recently in the Bulletin of 

the American Association of Motor 
Vehicle Administrators emphasizes again the 
need for a forceful campaign for highway 
safety. 

“The traffic death toll in the United States 
for 1956 was estimated by the National 
Safety Council on January 4 at 40,200. 

“That is the greatest number of traffic 
deaths in one year in the history of the 
Nation, exceeding the previous record of 
39,969 in 1941. The 1956 total was about 5 
percent and more than 1,700 lives greater 
than the 1955 traffic death toll of 38,426.” 

The Armed Forces have their share of 
these fatalities. Many of the accidents have 
no connection with the actual performance 


of duty of the individual; many occur while 
on pass or leave. 

The Air Force recently developed a plan 
to give drivers under 25 years of age 10 
hours of classroom instruction in the inter- 
ests of better driving habits. 

Too frequently insufficient time is allowed 
for overcoming the miles to be covered. This 
leads to frustration, the person is mentally 
out of tune, chances are taken behind the 
wheel of a powerful vehicle. Lives of others 
and the life of the individual who takes the 
chance are endangered. Death or permanent 
severe injury result. 

How shall this important problem of high- 
way fatalities be attacked? Pointing out the 
dangers alone does not seem to be the answer. 
That has been done by radio, television, 
newspapers, and magazines. We must begin 
to talk less about speed and horsepower, we 
must begin to talk more about road courtesy, 
and probably we must inflict more severe 
penalties, among which there should be more 
revocations of licenses. 

It is time highway slaughter in America is 
reduced. 


A Grim Reminder 


1775-1955 


1,130,393 
AMERICANS DIED 
IN ALL THE U.S. WARS 
REVOLUTIONARY WAR . . . 4,435 


WAR OF 1812.......... 2,260 
MEXICAN WAR ...... 13,283 
CIVIL WAR... 529,332 
SPANISH AMERICAN WAR . 2,446 
WORLD WARI 116,563 
WORLD WAR Il . . 407,828 
KOREAN WAR ‘ . 54,246 


1900-1955 


1,149,414 
AMERICANS DIED 
IN 


U.S. HIGHWAY 
ACCIDENTS 


Service Stripe, Walter Reed Army Medical Center 
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Around the World 


(Ser. II, No. 10) 


F. Mayer, M.D. 


in the development of her health serv- 

ices. Measured by the number of beds, 
the hospital facilities are today twice as large 
as in the prewar years. Yet, the number of 
physicians is still low. The country has 17 
million inhabitants who are taken care of by 
somewhat less than 10,000 physicians, one 
fifth of whom are specialists. The general 
practitioners are scattered in Serbia proper 
(3,850), Croatia (2,750), Slovenia (1,150), 
Bosnia and Herzegovina (550), Macedonia 
(400), and Montenegro (140). The older 
medical faculties are attached to the universi- 
ties in Beograd, Zagreb, and Ljubljana. New 
medical schools were built in Sarajevo and 
Skopije. These institutions have graduated 
about 4,000 physicians since the end of 
World War II. 

The health institutions are managed in the 
form of a self-government. Their adminis- 
trative boards are composed of the repre- 
sentatives of the working collective of the 
institutions. The professional work is, how- 
ever, under the control of the medical de- 
partmental chiefs alone. The administrative 
board also includes delegates from the city 
or district, from the Central Social Insur- 
ance Office, and the major economic estab- 
lishments of the area. Every institution fixes 
its fees, collects the money, and disposes of 
it independently. 

Social Insurance is also a self-governing 
body in Jugoslavia, but it does not have 
medical service or health institutions of its 
own. The physicians and hospital services 
have to be purchased by the Social Insurance 
Office. Thus, it is believed, the physician is 
left free in his diagnosis and treatment of his 
patients. Though the Constitutional Law of 
1953 authorizes private practice, such an ac- 
tivity is now occurring less and less. 


J UGOSLAVIA has made great progress 
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Of the diseases in Jugoslavia, we should 
mention two especially at this time. In the 
Jugoslavy Army, carriers of Endamoeba his- 
tolytica cysts are a real problem. They are 
found in 5.6% to 63.8% of the soldiers. Ap- 
parently healthy soldiers who handle food 
materials were found infected in 13.3% as 
the average. The Latrodectus spiders occur 
all over the world, be they called “black 
widows” in the Americas or “black wolves” 
(karakurt) in Southwestern Siberia. Since 
1948 they have been the cause of many 
accidental bites among the harvesters in 
Jugoslavia, especially in the Istria prov- 
ince. Often, the volar side above the left 
wrist was the bitten part of the body; 
this is the part of the forearm that harvesters 
the sheaves rest on when binding them. The 
spider venom, which is neurotropic, is al- 
legedly 15 times more dangerous than the 
venom of rattlesnakes. Of all forms of treat- 
ment, the simultaneous application of cal- 
cium, antivenom, and sometimes procaine in- 
filtration for relief of pain, give the best re- 
sults. Treatment with antivenoms is still in 
the experimental stage. 

British physicians (Dobbs et al.), who re- 
cently had an opportunity to visit Poland, 
paint a rather pitiful picture of the medical 
practice of this noble country, devastated by 
two wars, forcibly occupied by its neighbors 
for years, and impaled by the Communists 
who tried to disintegrate the nation’s whole 
life. Poland’s population is about 27 million, 
and the country is getting its socialized medi- 
cal service from about 16,000 physicians. 
Warszawa itself, with about a million in- 
habitants, has about 2,300 doctors, and is 
better off than the rural areas where doctors 
are scarce and transportation is deplorable. 

The financial status of the Polish medical 
profession is lamentable, and the doctor's 
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earnings are at the same level as that of the 
manual workers, with a monthly income be- 
tween 1,000 and 5,000 zlotys. The lower fig- 
ure means plain starvation, while at the 
higher figure the doctor must still help him- 
self by engaging in two or three part-time 
positions. The average salary of the nurses is 
less than 1000 zlotys; hence, this profession 
is in the hands of the less intelligent and less 
suitable types. 

During the last few months, private prac- 
tice has not been officially discouraged, but 
its earnings are very highly and capriciously 
taxed. In the towns, the general practitioner 
has virtually ceased to exist. The inhabitants 
are cared for by health centers on a clinic and 
home-visiting basis. A center is designed for 
the care of 5,000 inhabitants, and it has one 
physician as a staff. He arrives at seven, 
treats the waiting patients for 3-4 hours, 
then makes home visits according to a long 
list, which usually takes more than his 
officially scheduled working time. He is not 
provided with any transportation. Work in 
the National Health Service clinics of Poland 
is unrewarding, irremediably dull, and it is 
without any good relationship between pa- 
tient and doctor. 

The orthodox communist doctrine rejects 
the principle of birth control on the ground 
that it is a “capitalist fairy tale” to talk of 
overpopulation and fvod shortage as the 
Malthusian theories do. Yet, the communists 
have suddenly changed position and they be- 
gan to preach the “merits” of scientific birth 
control. In Poland, Hungary, and also in 
Bulgaria, abortion became legalized for “so- 
cial” as well as for medical reasons. The 
change came in the spring of 1956. Of 
course, it tells too much when in a society the 
only solution that a mother can find is to kill 
her unborn child. Where is the social prog- 
ress here? In a Hungarian town, in Pécs, 
after the publication of the abortion decree, 
about 100 women applied daily to the special 
committee of physicians who are empowered 
to authorize abortion. The special surgical 
clinic which was set up for abortion proved 
too small and a ward of the local military 


hospital had to be requisitioned as an annex. 
In Bulgaria the elective abortion was legal- 
ized, but it costs the woman 50 /evas (about 
$7.00) for obtaining a license for it. 

The Baltic States under Soviet occupation 
are in continuous unrest according to the 
reports arriving from Estonia, Latvia and 
Lithuania. The youth of these countries is 
generally anticommunist. There is a general 
decline in the population of these Baltic 
states the main causes of which are Soviet 
deportations as well as other forced migra- 
tions, and extermination of the people. Thus, 
for instance, at the end of 1944 the native 
population of Lithuania was 2,907,000 
while at the end of April 1956 it was 
2,296,000. During 1945-1950, communists 
deported 320,000 persons. Each year the 
Soviet Army takes an average of 25,000 
men, many of whom, after 3-4 years of serv- 
ice, are forced to reside in the newly colon- 
ized regions of Russia. Moreover, since 1954 
young Lithuanians have been continually 
forced to the virgin lands of Siberia, to the 
co-called “Krushchev farms” and to the 
various mines. To their own country, they 
are lost at a rate of 5,000 yearly. Their place 
is taken by Russian “colonists” who now 
count some 400,000 heads in Lithuania. 

With the arrival of the season of thunder- 
storms, let’s recall the unusual mass accident 
by lightning during a storm that occurred in 
England in the vicinity of the Ascot race 
course, and was fully described about a year 
ago. About 46 of the people who were near 
a tea-stall were thrown to the ground by the 
lightning, some became unconscious or 
dazed. Two died from head injuries. Many 
had retrograde amnesia; others remembered 
a simultaneous flash and thunder, and a few 
felt a blow on the back of the neck. Many 
complained of paresthesia in one or more 
limbs, which in a few people persisted for 
several weeks. Fifteen persons had typical 
burns, showing “feathering,” flash, erythema, 
even charring. Most of the people, however, 
did not complain of residual symptoms. 

According to a Swiss medical journal, 
there is no more doubt that Fithrer Hitler is 
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dead. His dentist, who was taken prisoner by 
the Russians, remembered the bridge work 
which he prepared for the Fuhrer and for 
Eva Braun in July 1944. In 1945, after the 
fall of Berlin, Dr. Echtmann, the dentist, 
had to draw the bridgework of Hitler for 
three Russian dentists who then produced a 
number of unidentified skulls in two of 
which Dr. Echtmann recognized his pros- 
thetic work on Hitler and Eva Braun. He 
was then immediately sent to the Vorkuta 
concentration camp in Siberia. Recently, the 
dentist returned from Russian captivity, and 
he deposited his statement under oath in the 
Court of Berchtesgaden where Hitler was 
then officially declared dead. 

The British medical profession feels very 
dissatisfied with the way the medical remun- 
eration is handled by the British Govern- 
ment. There is no doubt that the value of the 
British pound is now less in purchasing 
power than it was six years ago, but it is 
also almost certain that the government could 
not now pay 60 million pounds, or whatever 
the sum is that the British doctors mention, 
as a back claim. The doctors in general are 
afraid (as it is evident from their many let- 
ters) that they will drop on the social scale 
in relation to other professions, and they 
accuse the government of breach of the 
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pledges. This brings up the question in their 
minds whether any professional man can 
work for a government which can behave in 
this fashion. 

In early March it was proposed that all 
general medical practitioners would with- 
draw from the National Health Service. In 
the interpretation of British doctors this does 
not mean a “strike.” If such an action would 
wreck the National Health Service, then the 
medical profession would blame it on the 
British Government. By the way, the gov- 
ernment of Great Britain recently proposed 
a 5% higher pay for the doctors from the 
first of May on. The basic difficulty remains 
still unsolved, and the British medical pro- 
fession keeps on feeling bitter. 

Against the procrastinating tactics of the 
British administration a certain “J.B.” com- 
posed a poem, entitled “The Hypocritic 
Oath” (sic!), sung by the government, which 
ends with the allusion that 

“Tf we judicially procrastinate 

They can cool their heels till ’58. 

Thus by tactics rather questionable 

Enough will soon be pensionable 

To that awkward generation. 


Macmillan’s are publishing a book next May 
On How to make your patience pay.’ ” 
—Multa paucis! 


==> 


“The atomic bomb brought peace but only men can keep it.” 
WINsToN CHURCHILL, August 16, 1945 
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SUSTAINING MEMBERS 


It is a privilege to list the firms who have joined The Association of Military Surgeons 
as Sustaining Members. We gratefully acknowledge their support. 

ABBOTT LABORATORIES 

ASTRA PHARMACEUTICAL PRODUCTS, INC. 

AYERST LABORATORIES 

BAXTER LABORATORIES, INC. 

BECTON, DICKINSON AND COMPANY 

BURROUGHS WELLCOME & CO. (U.S.A.) INC. 

CIBA PHARMACEUTICAL PRODUCTS, INC. 

COOK-WAITE LABORATORIES, INC. 

CUTTER LABORATORIES 

EATON LABORATORIES, DIVISION OF THE NORWICH PHARMACAL CO. 
GENERAL ELECTRIC COMPANY 

HOFFMANN-LA ROCHE, INC. 

JOHNSON & JOHNSON 

LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID CO. 
LILLY, ELI, AND COMPANY 

MALLINCKRODT CHEMICAL WORKS 

MEAD JOHNSON & COMPANY 

MERCK & CO., INC. 

ORTHOPEDIC EQUIPMENT COMPANY 

PARKE, DAVIS & COMPANY 

PFIZER, CHAS. & CO., INC. 

PICKER X-RAY CORPORATION 

PROFEXRAY, INCORPORATED 

RITTER COMPANY, INC. 

SCHERING CORPORATION 

SEARLE, G. D., & CO. 

SQUIBB, E. R., & SONS, DIVISION OF OLIN MATHIESON CHEMICAL CORP. 
STEPHENSON CORPORATION 

STERILON CORPORATION 

WARNER-CHILCOTT LABORATORIES 

WINTHROP LABORATORIES, INC. 

WYETH LABORATORIES 
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ASSOCIATION NOTES 


— 
Timely items of general interest are 
accepted for these columns. Deadline 
is 3rd of month preceding month of 
issue. 


Department of Defense 


Ass’t Secretary (Health & Medical)—Hon. 
FRANK B. Berry, M.D. 

Deputy Ass’t Sec’y—Hon. Epw. H. Cusu- 
ING, M.D. 


DOCTOR-DRAFT 


Time is running short to provide a substi- 
tute measure for the present doctor-draft act 
which will expire on June 30. It is unlikely 
that this act will be extended. More doctors 
among the recent graduates are available for 
the armed forces under the present Selective 
Service laws; however, there will be a need 
for physicians in the specialty groups. 


Army 


Surgeon General—Maj. GEN. Sitas B. 
Hays 
Deputy Surg. Gen—May. GEN. JAMEs P. 


CooNEY 


MEDICAL SPECIALIST CORPS INSTITUTE 


At the fifth semi-annual Institute for 
Army Medical Specialist Corps officers held 
at the Walter Reed Army Institute of Re- 
search in May the. problem of intercommuni- 
cation with those caring for the patient was 
studied. 

The Medical Specialist Corps personnel 
have three phases to consider within their 
own sphere of patient care: physical therapy, 
dietetics, and occupational therapy. 

Representatives of the National Training 
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Laboratory in Group Development partici- 
pated in the program. 


CONSULTANT TO SURGEON GENERAL 


Lt. Col. Edward J. Dehne, MC, Com- 
manding Offieer of the Army Environmental 
Health Laboratory, Army Chemical Center, 
Maryland, has been designated as consultant 
to the Surgeon General in the field of Occu- 
pational Medicine. 

Colonel Dehne is a member of the Foun- 
ders Group in Occupational Medicine. He is 
a member of the American Board of Preven- 
tive Medicine and Public Health, a Fellow 
of the American College of Preventive 
Medicine, Industrial Medical Association, 
and the Royal Society of Health. 


ASSIGNED TO HISTORICAL UNIT 


Lt. Col. Hortense E. McKay, ANC, who 
has been Chief of the Nursing Service, U. S. 
Army Hospital, Fort Eustis, Va., has been 
assigned to the Historical Unit, Army Medi- 
cal Service, Forest Glen Annex, Walter 
Reed Army Medical Center. Her duties there 
will be in connection with the history of the 
Army Medical Service during World War 
II, particularly with reference to the training 
of nurse officers. 

Colonel McKay is an Army careerist of 21 
years service. She has been Director of Nurs- 
ing, Army Medical Service School, Fort 
Sam Houston, Texas, and holds a B.S. de- 
gree from the University of Minnesota with 
a major in nursing education. 


COLOR TELEVISION AT DENTAL MEETING 


Dental Corps officers from Walter Reed 
Army Medical Center presented a unique 
educational program for the 25th Annual 
Postgraduate Clinic of the District of Co- 
lumbia Dental Society. Live color television 
presentations were transmitted on a closed 
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circuit to the Shoreham Hotel, Washington, 
D.C., through the television facilities of the 
Walter Reed Army Medical Center. 

The program was under the direction of 
Brig. General Arthur L. Irons, Chief of 
Dental Activities at the Walter Reed Army 
Medical Center, and Colonel Thomas A. 
McFall, Director, Division of Dentistry, 
Walter Reed Army Institute of Research. 
There were approximately 500 dentists pres- 
ent to view the telecast each day of the clinic. 


HONORED 


Colonel Byron L. Steger, Chief, Education 
and Training Division, Office of the Surgeon 
General, was cited as an outstanding alum- 
nus at the recent Medical Alumni Reunion, 
Ohio State University College of Medicine. 
Colonel Steger received his medical degree in 
1934. He also holds both a Master’s degree 
and a Doctor’s degree in public health from 
Johns Hopkins University. 


FILM—BURN MANAGEMENT 


Lt. Col. Robert D. Pillsbury, MC, Com- 
mander of the Surgical Research Unit, 
Army Burn Center, Fort Sam Houston, 
Texas, with Capt. Jerome J. DeCosse, MC, 
and Sergeant First Class Judge R. Best, 
photographer, have reviewed the training 
film on the management of burns produced 
at that Center. 

This film will be used to instruct profes- 
sional personnel in the care of mass num- 
bers of burned casualties, supportive care 
for burned persons, local care of burns, and 
skin grafting. 

The Surgical Research Unit is credited 
with initiating a number of new concepts in 
the treatment of burn injuries. 


CHINESE MEDICAL OFFICERS 


The second group of non-English speak- 
ing Chinese medical officers will arrive at 
Brooke Army Medical Center in July to 
attend an advanced course for Medical Serv- 
ice Officers at the Army Medical Service 
School. 

Approximately 25 high-ranking medical 


men are scheduled to come from Taiwan to 
study tactical, administrative, and profes- 
sional duties of field grade officers who will 
or do hold command and staff positions in 
the Army of Nationalist China. 

Interpreters who served the first group of 
non-English speaking students will remain 
at the school through the second session of 
the course. They are Lieutenant Colonel 
Chao Hwan-ting, Majors Teng Chen-yung 
and Wu David Tachin, Captain Ching 
Chung-hua, and First Lieutenants Chu Ping- 
cheng and Teng Kuo-kwang. 


SIMMONS MEMORIAL LECTURE 

Dr. Ernest L. Stebbins, Director of the 
School of Hygiene and Public Health, Johns 
Hopkins University, gave the third James 
Stevens Simmons Memorial Lecture at 
Walter Reed Army Medical Center, April 
18. 

Major General James P. Cooney, Army 
Deputy Surgeon General presided at the 
lecture in which Dr. Stebbins discussed “Pre- 
ventive Medicine, a Broad Spectrum Spe- 
ciality.” 


RETIRED 

Maj. General Earle Standlee, MC, Former 
Surgeon of the Army Forces, Far East, and 
8th Army, recently retired after more than 
32 years service. 

General Standlee is a native of Texas. He 
received his medical degree from Baylor 
Medical College in 1925 and was commis- 
sioned in the Army Medical Service on 
graduation. During World War I General 
Standlee was an enlisted man. 

General and Mrs. Standlee will make their 
home at 706 Park Drive, Hillsboro, Texas. 


UNIFORM 

All officers and warrant officers of the 
Army must have the green uniform and at 
least one set of the blue uniform by October 
1, except those who will be unable to get a 
full season’s wear out of the uniform be- 
cause of contemplated separation. 

Beginning October 1, 1959 the entire 
Army will be in the green uniform. 
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Navy 


Surgeon General—REAR ADM. BARTHOLO- 
MEW W. HocGan 

Deputy Surgeon General—REAR ADMIRAL 
Bruce E, BRaDLey 


NAVAL AVIATION MEDICAL CENTER 


At Pensacola, Florida, the U. S. Naval 
Hospital, the U. S. Naval School of Aviation 
Medicine, and certain functions now carried 
on by the Medical Department of the Naval 
Air Station have been integrated to establish 
the Naval Aviation Center. 

For the first time student naval flight sur- 
geons will have clinical care of inpatients as 
a significant part of their graduate training. 
Unusual or problem cases among aviation 
personnel may now be hospitalized for study 
by the highly qualified specialists available in 
the combined commands many of whom 
are officially designated members of the Per- 
manent Board of Medical Examiners. 

The Commanding officer of the new Cen- 
ter is Captain Lester E. McDonald, MC, a 
veteran Naval flight surgeon and advisor. 
Directly under Captain McDonald is the 
Naval Hospital under command of Captain 
J. V. Land, MC, and the School of Aviation 
Medicine under command of Captain J. C. 
Early, MC. 

The new Center is under the military com- 
mand of Vice Admiral A. K. Doyle, USN, 
Chief of Naval Air Training and under the 
management and technical control of the 
Bureau of Medicine and Surgery. 


CONSULTANTS BOARD MEMBERS 


Two eminent physicians, Dr. William L. 
Rogers, a surgeon of San Francisco, Calif., 
and Dr. Gordon M. Bruce, an ophthalmolo- 
gist of New York City, will serve on the 
Board of Reserve Consultants to the Bureau 
of Medicine and Surgery. 

Other members of the Reserve Consultant 
Board and the medical specialties they repre- 
sent are: Dr. Donald Anderson, Medical 
Education; Dr. Joseph Barr, Orthopedic 
Surgery; Dr. F. J. Braceland, Psychiatry 
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and Neurology; Dr. Edwin N. Broyles, 
Otolaryngology; Dr. Lowell T. Coggeshall, 
Tropical Medicine; Dr. Winchell McK. 
Craig, Neurosurgery and Chairman of the 
Board; Dr. John G. Downing, Dermatology; 
Dr. Paul Greeley, Plastic Surgery ; Dr. Don- 
ald Hale, Anesthesiology ; Dr. Richard Kern, 
Cardiology; Dr. George Lyon, Pediatrics; 
Dr. Daniel F. Lynch, Oral Surgery; Dr. Al- 
phonse McMahon, Internal Medicine; Dr. 
Wendell G. Scott, Radiology; Dr. Benjamin 
Tenny, Jr., Obstetrics and Gynecology; Dr. 
Shields Warren, Pathology; and Dr. M. G. 
Westmoreland, American Specialty Board 
Requirements. 


HOSPITAL ADMINISTRATION AFFILIATION 
PROGRAM 


Negotiations for the development of an 
affiliation program between the Naval School 
of Hospital Administration and the Ameri- 
can University, Washington, D.C., will be 
completed before the 19th class in hospital 
administration at the National Naval Medical 
Center completes its course in September. 
This announcement was recently made by 
Cdr. Charles L. Crawford, MSC, Command- 
ing Officer of the Naval School of Hospital 
Administration. 

Under the arrangements it will be possible 
for student officers to earn up to 30 formal 
semester hours of credit during the regular 
course in hospital administration as now 
given at the Naval School of Hospital Ad- 
ministration. 


APPOINTED COMPTROLLER 


Mr. Thomas J. Hickey has been appointed 
Comptroller and Director of the Comptroller 
Division of the Bureau of Medicine and 
Surgery. He is a career employee with 23 
years Civil Service and has served as the 
Deputy Comptroller since November 1946. 


RETIRED 

Rear Admiral Herman P. Riebe, Dental 
Corps, was placed on the retired list on 
April 1 after more than thirty years of 
active service. 
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He entered the Navy as an assistant dental 
surgeon with the rank of Lieutenant (junior 
grade) in 1926, and subsequently advanced 
to the rank of Rear Admiral in 1951. Upon 
his retirement he was Inspector General, 
Dental, Bureau of Medicine and Surgery, 
Department of Navy. 

Admiral Riebe will make his permanent 
residence in San Francisco where he will 
be attached to the Staff of the College of 
Dentistry, University of California. 


RETIRED 


Cdr. E. R. Stovall, MSC, LCdr. James C. 
Lewis, MSC, LCdr. Raymond L. Posey, 
and LCdr. Lindley Williams were retired 
from the active naval service on May 1. 


NEW DENTAL EQUIPMENT AND TECHNICS 


Dentistry, as well as industry, has benefit- 
ted by newly developed materials, machines, 
and technics. In the last few years, the de- 
velopment of faster dental engines, friction- 
less handpieces and superior cutting tools 
(tungsten carbide burs and diamond abrasive 
instruments) has enabled the dentist to re- 
duce operating time with less fatigue to him- 


- self and with greater comfort to the patient. 


Patients, relieved of fear and pain, are 
more cooperative and this, together with 
faster cutting instruments, enables the den- 
tist to do more work per appointment. 

The Navy has embarked on a four year 
program to convert its dental operating units 
to high speed operation. New cutting instru- 
ments and water coolant apparatus have been 
made available in the Medical Stock List for 
operation at higher speeds. 


Air Force 


Surgeon General—Mayj. GEN. Dan OGLE 
Deputy Surg. Gen.—Mayj. GEN. OLIN F. 
McILNay 


SCHOOL OF AVIATION MEDICINE 
Construction has begun on the $9,000,000 


installation for the School of Aviation Medi- 
cine at Brooks Air Force Base, Randolph 
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Air Force Base, Texas. The artist’s concep- 
tion of this center was shown in the Septem- 
ber 1956 issue of THs JoURNAL. 

Ground-breaking ceremony was held on 
May 10. 

The school hopes that it can move to the 
new facility by July 1959. 

The original plan of the new installation 
called for a small hospital to demonstrate 
clinical procedures, and to provide beds for 
observation and treatment of patients with 
complex problems referred to the School for 
consultation. The clinical facility has been 
omitted from the present construction. In- 
stead, the new 1,000-bed hospital at nearby 
Lackland Air Force Base will provide this 
support to the school. A closed-circuit tele- 
vision system, with a link to Lackland, will 
make it possible to show the treatment of 
patients by flight surgeons at the hospital to 
student officers in the School’s own class 
rooms. 


HONORED 


For distinguished contributions to micro- 
biological research and technology, Dr. Ro- 
land B. Mitchell of San Antonio has been 
elected a Fellow of the American Academy 
of Microbiology. 

Dr. Mitchell is acting chief of the Medi- 
cal Sciences Division at the Air Force 
School of Aviation Medicine. Since 1948, he 
has also headed the microbiology department 
of the institution at Randolph Air Force 
Base. 

His studies of biological activity in the 
upper atmosphere have extended the fron- 
tiers of knowledge in this field, incidentally 


‘leading toward a better understanding of the 


possibility of life on other planets. 

For his work in developing faster tests to 
identify harmful bacteria, and determine 
their susceptibility to various antibiotics, Dr. 
Mitchell won second honors in Armed 
Forces-wide competition several years ago 
for the Sir Henry Wellcome Award of the 
Association of Military Surgeons. 

A native of Denton, Dr. Mitchell received 
his B.S. degree from North Texas State 
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College, and later a Ph.D. in bacteriology 
from the University of Texas. He served 
with the Air Corps in World War II, and 
now holds a Reserve commission. 

For two years, before he joined the School 
of Aviation Medicine, Dr. Mitchell was pro- 
fessor of bacteriology at the University of 
Florida. 


Public Health Service 


Surgeon General—Lrroy E. Burney, M.D. 
Deputy Surg. Gen—W. PALMER DEARING, 
M.D. 


NATIONAL HEALTH SURVEY 


On May 6 interviewers began visiting 
selected households throughout the nation 
in order to obtain information for the Na- 
tional Health Survey. They are asking ques- 
tions about illness in the family, about acci- 
dents and injuries, disabilities, hospitaliza- 
tion, and medical and dental care. 

Dr. Leroy E. Burney, Surgeon General of 
the Public Health Service, had this to say: 
“This Survey is a most important forward 
step in the health field. The information it 
will provide is overdue. For many years, 
physicians, research workers, insurance com- 
panies, hospital personnel, and others con- 
cerned with health have been in urgent need 
of facts on the health of the general popula- 
tion. This is the first time in 20 years that 
an effort has been made to collect these facts 
on a comprehensive basis.” 


NATIONAL LIBRARY OF MEDICINE 


At long last a site for the National Library 
of Medicine has been chosen. The Board 
of Regents of the Library chose the grounds 
of the National Institutes of Health in Be- 
thesda, Maryland, for the location of this old 
institution which was originally known as 
the Library of the Surgeon General of the 
Army, later as the Armed Forces Medical 
Library, and since October 1, 1956 as the 
National Library of Medicine. 

Some may be unhappy about the selection 
of the site in Bethesda, Maryland, a suburb 


of Washington. There are those who would 
have placed the library in another city ; some 
would have placed the location in the vicinity 
of the Smithsonian Institution in Washing- 
ton. The selection of the grounds of the Na- 
tional Institutes of Health will permit ade- 
quate space for the building and for parking. 
There should be plenty of room for buildings 
in the future. 


CHIEF MEDICAL OFFICER, COAST GUARD 


Dr. Richard B. Holt, a senior career medi- 
cal officer of the Public Health Service, has 
been appointed Chief Medical Officer of 
the United States Coast Guard effective July 
1. In this position he will hold the rank of 
Assistant Surgeon General, comparable with 
that of Rear Admiral (upper half). He will 
succeed Dr. Joseph F. van Ackeren who is 
retiring after 31 years of service, the past 
five of which have been as Chief Medical 
Officer of the Coast Guard. 

Dr. Holt is a native of Clarksville, Tenn. 
He received his medical degree from Van- 
derbilt University in 1927 and entered the 
Public Health Service as a medical intern. 
He has served in U. S. Consulates in Stutt- 
gart, Stockholm, Oslo, London, and Dublin. 


PRESIDENT-ELECT 


Dr. Chapman H. Binford, Medical Di- 
rector, USPHS, on duty at the Armed 
Forces Institute of Pathology, Washington, 
D.C., has been elected to the office of “Presi- 
dent Elect” in the International Academy of 
Pathology. The Academy held its meeting in 
Washington this year. 


AMERICAN INDIAN HEALTH PROBLEMS 


American Indians today have health prob- 
lems resembling in many respects those of 
the general population of the United States a 
generation ago. Diseases which are largely 
controlled among the general population still 


cause widespread illness and death among 


these Indians. 

The high death rate is attributed to com- 
municable diseases such as_ tuberculosis, 
pneumonia, enteric diseases, and accidents. 
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Among Indian children, the death rate is 
more than double the national average. Other 
problems are eye and ear diseases, dental 
diseases, and mental illness. 

There is said to be a lack of health serv- 
ices but that is not alone the reason for the 
poor health conditions among the Indians. 
Substandard and overcrowded housing and 
lack of sanitary facilities are major factors. 
Water is often scarce and may be taken from 
contaminated sources. Indian reservations 
are typically in remote and sparsely settled 
areas. Then there is the low educational level 
of many Indians. More than half have 
family incomes of less than $1,000 a year. 

The Indian population within the conti- 
nental United States is estimated to be 
472,000, of whom 335,000 live in areas 
served by the Indian health program. The 
population of the Indians has nearly doubled 
since 1890 and is expected to increase by an- 
other 50 percent by 1975. 


SPECIAL LABORATORY COURSES 


1957 

Sept. 9-Oct. 4--Laboratory Methods in 
the Diagnosis of Parasitic Diseases. Part 1. 
Intestinal Parasites. 

Oct. 7-25—Laboratory Methods in the Di- 
agnosis of Parasitic Diseases. Part 2. Blood 
Parasites. 

Oct. 14-25—Laboratory Methods in the 
Diagnosis of Viral and Rickettsial Diseases. 

Oct. 28-Nov. 1—Laboratory Methods in 
the Diagnosis of Rabies. 


1958 

Jan. 6-24—Laboratory Methods in Medi- 
cal Mycology Cutaneous, Subcutaneous and 
Systemic Fungi. 

Jan. 20-31—Laboratory Methods in the 
Diagnosis of Tuberculosis. 

Feb. 3-14—Laboratory Methods in the 
Study of Pulmonary Mycoses. 

Feb. 10-21—Laboratory Methods in the 
Diagnosis of Bacterial Diseases. Part 1. 
General Bacteriology. 

Feb. 24-28—Laboratory Diagnostic Meth- 
ods in Veterinary Mycology. 


Feb. 24-Mar. 7—Laboratory Methods in 
the Diagnosis of Bacterial Diseases. Part 2. 
General Bacteriology. 

Mar. 10-21—Laboratory Methods in the 
Diagnosis of Bacterial Diseases, Enteric Bac- 
teriology. 

Mar. 10-21—Serologic Methods in the Di- 
agnosis of Parasitic and Mycotic Infections. 

Mar. 10-21—Laboratory Methods in the 
Diagnosis of Viral and Rickettsial Diseases. 

Mr. 24-28—Laboratory Methods in the 
Diagnosis of Rabies. 

*Laboratory Methods in the Diagnosis of 
Malaria. 

*Special Training in Virus Techniques. 

*Typing of Corynebacterium diphtheriae. 

*Special Problems in Enteric Bacteriology. 

*Phage Typing of Salmonella typhosa. 

*Laboratory Methods in the Diagnosis of 
Leptospirosis. 

*Serologic Differentiation of Streptococci. 

*Bacteriophage Typing of Staphylococci. 


Information and application blanks may 
be secured from the Laboratory Branch, 
Communicable Diseases Center, U. S. Public 
Health Service, P.O. Box 185, Chamblee, 
Ga. 


* Course given by special arrangement only. 


Veterans Administration 


Chief Medical Director—Wiu1aM S. Mip- 
DLETON, M.D. 

Deputy Chief Med. Dir—R. A. Wotrorp, 
M.D. 


ASSIGN MENTS 


Dr. Thomas P. Crane, manager of the 
Veterans Administration hospital at Dear- 
born, Michigan became manager of the VA 
hospital at San Francisco, Calif., on May 5. 
He succeeded Dr. James G. Donnelly who 
retired recently. 

_Dr. Earl P. Brannon was transferred to 
the Veterans Administration hospital at 
Coatesville, Pa., as manager to fill the va- 
cancy created by the resignation of Dr. 
Henry Luidens. 
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Dr. Lee G. Sewall has been appointed 
manager of the VA hospital at Perry Point, 
Md. 

Dr. Edward R. Bennett, who has been di- 
rector of the professional services at the 
Veterans Administration center in Biloxi, 
Miss., has been appointed as manager of the 
Leech Farm Road Veterans Administration 
Hospital, Pittsburgh, Pa. 

Dr. Chalmer Davee has been appointed 
manager of the VA hospital in Marion, III. 
During World War IT he served in the Navy 
Medical Corps, attaining the rank of com- 
mander. He succeeds Dr. Edward A. Welch 
who retired April 30. 


LEAVES VA 

Dr. Stewart T. Ginsberg, Chief of the 
Psychiatry Division, Veterans Administra- 
tion, left that agency on May 1 to become 
Commissioner of Mental Health for the 
State of Indiana. 

Dr. Ginsberg who has been a member of 
the staff of Georgetown University Medical 
School, Washington, D.C., will in addition 
to his position as Commissioner of Mental 
Health hold an appointment as professor of 
psychiatry at the Indiana University School 
of Medicine in Indianapolis. 


HYPERTENSIN 


The quest for a substance to counteract 
hypertensin, a recently discovered chemical 
(1951) in the cases of hypertension is the 
next step in combating that disease. 

Dr. Joseph R. Kahn and Leonard T. 
Skaggs, Ph.D., at the Veterans Administra- 
tion Hospital in Cleveland, have recently 
shown that there is a hypertensin I and a 
hypertensin II; the former is relatively 
harmless, the latter has great vasoconstric- 
tive properties. So potent is hypertensin IT 
that 0.05 gm. will raise to alarming heights 
the blood pressure in 166,000 persons. It is 
interesting to note that in order to get 0.05 
gm. of hypertensin IT it takes 1375 liters of 
horse serum (3 tons of whole blood). 

Now hypertensin IT has been broken down 
into its amino acid constituents. Will the 
next step—finding something to counteract 


hypertensin II—be far away or near? Con- 
sidering the fact that Dr. Kahn has worked 
on this problem 28 years we know one thing 
—it takes patience. 


CANCER CELL DEATH EXPOSED 


At the Veterans Administration Hospital, 
McKinney, Texas, Dr. Walter H. Buckholts 
and his staff are installing special time-lapse 
cameras and microscopes to study cancer cell 
death following the use of radiation with 
radium, x-rays, and cobalt. 

The staff is being assisted in this work 
by Dr. C. M. Pomerat of the University of 
Texas Medical School at Galveston, who is 
a pioneer in the use of time-lapse cameras 
for tissue study. 


Miscellaneous 


ANTIBIOTIC SYMPOSIUM 


The Fifth Annual Symposium on Anti- 
biotics will be held at the Willard Hotel, 
Washington, D.C., October 2-4, 1957. Manu- 
scripts should be submitted to Dr. Henry 
Welch, Director of Antibiotics Division, 
Food and Drug Administration, Department 
of Health, Education, and Welfare, Wash- 
ington, D.C, 


COURSE IN GASTROENTEROLOGY 


The Annual Course in Postgraduate Gas- 
troenterology will be given at The Somerset 
in Boston, Mass., on October 24, 25, and 26. 
The course will be under the direction and 
co-chairmanship of Dr. Owen H. Wangen- 
steen, Professor of Surgery of the Univer- 
sity of Minnesota Medical School, and Dr. I. 
Snapper, Director of Medical Education, 
Beth-El Hospital, Brooklyn, N.Y. 

For further information write to the 
American College of Gastroenterology, 33 
W. 60th Street, New York 23, N.Y. 


MEDICO-LEGAL FILM 


“The Doctor Defendant,” the second film 
in the A.M.A.-American Bar Association 
series on Medicine and the Law will be 
available July 1 from the Film Library, 
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American Medical Association, 535 N. Dear- 
born St., Chicago 10, Ill. 

This film is a companion film to “The 
Medical Witness” recently produced by The 
William S. Merrell Company, Cincinnati, 
Ohio. Both films are 30-minute black and 
white sound productions. 


uss Forrestal 

The luxury liners United States and 
America could be placed side by side on the 
flight deck of the Navy’s aircraft carrier 
Forrestal—Science News Letter. 


LOSSES AT SEA 

The Hazards to Men in Ships Lost at Sea, 
1940-44, is a Medical Research Council 
(England) Special Report (No. 291) re- 
cently released. 

This study is of special interest to medical 
officers of all the military services, covering 
as it does, the various aspects of survival of 
men from ships or aircraft adrift in open 
boats or on life rafts. Some of the experi- 
ences related by the authors make Bligh’s 
famous voyage in a boat from the Bounty 
seem like a cruise in a luxury yacht. 

More than 27,000 persons and 448 sink- 
ings of ships were studied. About two-thirds 
of the men were rescued, 26% were lost in 
abandoning ship, and 6% died after reaching 
lifecraft. Length of voyage, exposure to cold 
and submersion were the principal factors 
in the mortality rate. The drinking of sea 
water increased the death rate ten times. 
Among important conclusions were: that 
more frequent and realistic drills in aban- 
doning ship, better means of loading and 
lowering boats, and better protection against 
cold and wet would have saved many lives. 
Improved provision for fresh water and 
emergency rations and “better conspicuity 
and signalling devices” would have shortened 
a number of lifecraft voyages and materially 
reduced the loss of life. 


EDUCATION 
Education today has before it many new 

jobs, but perhaps the greatest of these is the 

job of educating the human spirits to live 


happily in the new world created by science. 
For while science has been able to make an 
easier world, it cannot by itself make a 
happier world.—Luella B. Cook, “Man’s 
Reach Should Exceed His Grasp,” English 
Journal. 


THE PENTAGON 


The Pentagon contains 3,696,347 square 
feet of utilizable space and houses over 
30,000 persons. Fifty-nine percent (2,188,565 
square feet) of the total space is used for 
offices. 245,321 square feet is occupied by 
cafeterias, dining rooms and concessions. 
The remainder is used for maintenance 
shops, garages, files, and storage. But the 
building is not big enough to house all the 
military establishment offices in Washing- 
ton! 


MOTOR VECHICLES 


The tremendous increase in the number 
of motor vehicles in the United States and in 
their use was emphasized by Commissioner 
C. D. Curtiss, of the U. S. Bureau of Public 
Roads, in a recent address in Boston. He 
gave the following motor vehicle registration 
figures: 


3.6 million 


Mr. Curtiss estimated that by 1965 there 
would be in excess of 80 million cars, trucks, 
and buses, and by 1975 more than 90 million 
motor vehicles. He pointed out that in 1940 
U. S. motorists traveled 302 billion vehicle 
miles; in 1955, a total of 603 billion miles. 
The estimate for 1965 is 814 billion. 

“To bring the astronomical figure for 1955 
traffic down to something more understand- 
able,” Mr. Curtiss said, “it is the equivalent 
of 274,000 round trips daily between New 
York and San Francisco.”—Bulletin, Amer. 
Assoc. of Motor Vehicle Administrators. 
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Honor Roll 


Since the publication of our last list, the 
following sponsored one or more applicants 
for membership in the Association: 


Capt. H. J. Alvis, (MC), USN 
Major James E. Chapman, MC, USAR 
Capt. Joe B. Gipson, MSC, USA 


Col. Augustus A. Hall, MC, USA 

Col. James Kidder, MC, USA 

Col. Amos R. Koontz, MC, Md. NG 
Capt. Canio F. Palladino, MSC, USAF 
Lt. Col. Joseph Raider, AUS, Ret. 
Col. Arthur J. Redland, MC, USA 
Philip Reichart, M.D., F.A.C.P. 

Major Gen. Paul I. Robinson, MC, USA 


PROPOSED CHANGE TO BY-LAWS OF THE ASSOCIATION 


The Executive Council of the Association 
of Military Surgeons proposes a change in 
the By-Laws of the Association. This change 
will be voted on at the Business Meeting of 
the Association to be held during the 64th 
Annual Conyention, Hotel Statler, Washing- 
ton, D.C., October 28-30, 1957. 

Paragraph 5, Article VI, Section 3. 

Present reading : “The accounts of the Sec- 
retary shall be audited by an officer of the 
Finance Department of the Army or of the 
Bureau of Supplies and Accounts of the 
Navy, or a certified public accountant as soon 
as possible after the end of the fiscal year 


Secretary shall be audited by a certified 
public accountant as soon as possible after 
the end of the fiscal year (June 30) or at 
such other times as the Executive Council 
may require. 

Discussion: The services of a certified 
public accountant have been used for some 
years. It is questionable whether the military 
services would provide the necessary per- 
sonnel to audit the funds of the Association. 
The change of the fiscal year from Septem- 
ber 30 to June 30 is advisable from an ad- 
ministrative standpoint since the September 
date does not allow sufficient time for an 


audit and the preparation of a report by the 
Secretary prior to the annual convention 
which is held in October or November. 


(September 30) and at such other times as 
the Executive Council may require.” 
Proposed reading: The accounts of the 


INFORMATION FOR AUTHORS 
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COPYRIGHT: Matter appearing in MILITARY MEDICINE, the official journal of The Association of 
Military Surgeons of the United States, is covered by copyright. Permission must be obtained for the 
reproduction of anything in the columns of MILITARY MEDICINE. 

MANUSCRIPTS: Manuscripts, including references, should be typewritten, double-spaced, on one side 
of unruled paper, size 81%4 x 11 inches (approximately) ; original should be sent, carbon copy should be 
retained by the author. The author’s name, official title, and address should be clearly stated. Photographs 
must be clear glossy prints, in black and white, unmounted, and properly identified. A limited number of 
illustrations will Le reproduced at no expense to the author. Legends should be typed on a separate sheet 
of paper, numbered, and attached to each illustration; these should be numbered consecutively and loca- 
tion stated in the text. Quotations must include full credit to both author and source. Bibliographic refer- 
ences should be kept to a minimum. While manuscripts are subject to editing, the author assumes the 
responsibility for the statements he makes. It is understood that a manuscript accepted for publication 
will appear only in MILITARY MEDICINE. 

REPRINTS: must be ordered when galley proof is returned by the author to the editor. 
ADDRESS: Send manuscripts to the Editor, MILITARY MEDICINE, Suite 718, 1726 Eye Street, 
N.W., Washington 6, D.C. 
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OBITUARIES 


Med. Dir. John F. Mahoney, 
U.S.P.HLS., Ret. 


John Friend Mahoney, Medical Director, 
U. S. Public Health Service, Retired, died 
in the U. S. Public Health Service Hospital, 
Staten Island, New York on February 23 
at the age of 67. 

A native of Wisconsin he graduated in 
1914 from Marquette University. In 1917 
he entered the United States Public Health 
Service and was retired in 1949. At that time 
he became health commissioner of New 
York City. At the time of his death he was 
Director, Bureau of Laboratories, New 
York City. 

Dr. Mahoney developed the penicillin 
treatment for syphilis. In 1946 he received 
the Lasker Award of the American Public 
Health Association for his work in venereal 
disease. 

In 1935 he was granted Life Member- 
ship in the Association of Military Sur- 
geons and Honorable Mention in the Sir 
Henry Wellcome Prize Essay Contest. 

Dr. Mahoney served as chairman of the 
committee of experts on venereal disease of 
the World Health Organization, also as 
chairman of the National Advisory Serology 
Council. He was author of many papers 
published in professional journals, He re- 


sided at: 32 Valley St., Arrochar Staten Is- 
land, New York. 


Rear Adm. Arthur J. White, 
U. S. Navy, Ret. 


Arthur Jay White, Rear Admiral, U. S. 
Navy Medical Corps, Retired, died at the 
U. S. Naval Hospital, Annapolis, Maryland, 
March 26, at the age of 67. 

Admiral White was a native of Ohio and 
was graduated from Adelbert College with 
an A.B. degree in 1915. He received his 
medical degree from Western Reserve 
Medical School in 1917, and was appointed 
an Assistant Surgeon in the Medical Corps 
of the Navy following graduation. During 
World War II he was Senior Medical Officer 
of the USS Lexington and was awarded the 
Navy Cross for his service in action against 
Japanese forces in the Coral Sea May 7 and 
8, 1942. He also received the Purple Heart 
for wounds received in the same action. 

In January 1947 he was retired for rea- 
sons of physical disability, was recalled to 
active duty in August 1948, and was released 
from active duty on February 28, 1950. 

Admiral White is survived by his wife, 
Mrs. Eleanor M. White, of 2000 Crestview 
Road, Baltimore, Maryland. Interment was 
at Arlington National Cemetery. 
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BOOK REVIEWS 


LECTURES ON THE SCIENTIFIC BAsIs OF MEDICINE. 
Vol. IV (1954-55). British Postgraduate Medi- 
cal Federation University of London. 397 pages, 
36 plates. John de Graff, Inc., New York. 1956. 
Price $6.50. 

For the past four years the British Postgraduate 
Medical Federation has sponsored an annual series 
of lectures upon the scientific basis of medicine. 
In accordance with the practice of the previous 
three years, twenty-one of these lectures were 
selected for publication, and these comprise the 
contents of this text. The lectures were delivered 
during the latter part of 1954 and the early months 
of 1955. 

The subjects cover biophysical, biochemical, 
histochemical and microbiologic fundamentals which 
either have current application to problems in 
clinical medicine, or have promise of having such 
in the near future. Advances in fundamental bio- 
logic sciences covered in lectures of three previous 
series, have already found practical application at 
the bed-side, and the scientific facts brought out 
in these discussions should prove of value in the 
clinical medicine of tomorrow. 

This volume will have its greatest appeal to those 
physicians interested in the correlation of the 
biological sciences to clinical medicine. They will 
find their British colleagues to be extremely capa- 
ble in their chosen fields, as well as excellent 
writers who know how to present a complex subject 
from start to finish in a readily understandable 
manner. 

This reviewer regrets that there is such a lag 
between the presentation of these lectures and 
their printed appearance in these volumes. 


Cart. JuLIAN Love, MC, USN, Ret. 


THe LaByrINTH—THE PHySIOLOGY AND FuUNC- 
TIONAL Tests. By Joseph J. Fischer, M.D., Clin- 
ical Professor of Otolaryngology, School of 
Medicine, Tufts University. 206 pages, Grune & 
Stratton, New York and London. 1956. Price 
$6.00. 

This book is impressive because of the very com- 
plete review of the literature on the physiology 
and the clinical tests of the labyrinth. 

For the student, it emphasizes the great amount 
of research to be done on this subject, since there 
is considerable controversy regarding even the 
simplest labyrinthine reactions. 

For the neurologist, it stresses his relationship to 
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the otologist. There is a correlation drawn between 
the functional tests for equilibrium as performed 
by the neurologist, and the labyrinthine tests as 
performed by the otologist. 

Dr. Fischer’s comments on vertigo from various 
causes is an interesting chapter. His comments on 
the toxicity of dihydrostreptomycin to the cochlea 
should be noted by any who contemplate using this 
drug. His conclusion on Meniere’s disease as being 
“vertigo of unknown etiology and an over-used 
term” should be heeded by internists, generalists 
and otologists. 

This book is worthy of a place on the book shelf 
of the student, interested in neurologic research, 
the internist, the otologist, and the neurologist. 

Rosert M. Dearmin, M.D. 


SurRGERY OF THE Hanp. 3d Ed. Sterling Bunnell, 
M.D., Consultant to the Surgeons General of the 
Army and Navy. 1079 pages, 1047 illustrations, 
9 color plates. J. B. Lippincott Company, Phila- 
delphia and Montreal. 1956. Price $22.50. 
This volume is the third edition of Dr. Sterling 

Bunnell’s classic, “Surgery of the Hand.” The first 

edition was published in 1944 and a second edition 

in 1948. This third edition has been expanded by 
approximately 150 pages over the second edition, 
making a total of 1079 pages in all. 

The organization of this volume differs little 
from the previous editions. Dr. Bunnell outlines in 
his clear and concise style the methods for handling 
all problems which one will meet in the treatment 
of the injured hand. It is unlikely that any other one 
individual will ever in his lifetime see, and work 
with, as large a volume of hand problems as has 
Dr. Sterling Bunnell. As Civilian Consultant for 
Hand Surgery to the Secretary of War during 
World War II, Dr. Bunnell had the unusual op- 
portunity of directing the work of nine Hand 
Centers. This new edition contains photographs, x- 
rays and case descriptions of many of the patients 
seen in these Hand Centers. 

In reviewing the third edition it is necessary to 
compare it to the second edition and to point out 
the superiority of this volume. Many of the chap- 
ters have been expanded and new sections have 
been added to bring the book up to date. There have 
been 277 new illustrations added. Dr. Bunnell de- 
scribes his own new ideas with reference to various 
problems, among these being reconstructive surgery 
for the hand deformed by’ rheumatism; ischemic 
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Book Reviews 


contracture, local, in the hand; and many others. 
In addition, the author describes the techniques and 
methods of treatment which have been advanced 
by others and gives his opinion as to their merit. 
The section on infections has been enlarged by an 
excellent review of antibiotics in the treatment of 
hand infections. Cross-finger pedicle flaps are dis- 
cussed. The section on thumb reconstruction has 
been expanded both by case presentation and de- 
scription of techniques. There are several new 
tendon and muscle transfers which have been sug- 
gested since 1948 for use in the upper extremity and 
these are covered in detail. There is a thorough 
discussion of nerve grafting and its relative merits 
which includes Dr. Bunnell’s personal cases, as 
well as the results reported by others. The sec- 
tion on pedicle flap technique is one of the finest 
that one will find in any text. 

The volume is thoroughly indexed. However, one 
might wish for even more indexing in such a 
volume as this, for there is hardly a paragraph on 
each page which does not present a point of ap- 
proach to the management of some problem. 

This is a monumental piece of work and all of 
us who are surgeons will forever be indebted to this 
great man for the tremendous amount of time and 
energy which have gone into the producing of such 
a masterpiece. A volume such as this third edition 
compliments the great surgical skill which has made 
it possible for Dr. Bunnell to elevate this type 
of surgery to such a high standard of perfection. 

The third edition is a volume which will be 
needed by all surgeons who deal in any way with 
the injured hand. 

Raymonp M. Curtis, M.D. 


Pepratrics. 36 Contributing Authors. Edited by 
Donald Paterson, M.D., Formerly Clinical Pro- 
fessor, Dep’t. of Pediatrics, The University of 
British Columbia; and John F. McCreary, M.D., 
Professor and Head, Dep’t. of Pediatrics, The 
Univerisity of British Columbia. 654 pages, il- 
lustrated. J. B. Lippincott Company, Philadelphia 
and Montreal. 1956. Price $14.00. 

This new text states its purpose is “to fit be- 
tween the excellent volumes which serve as con- 
sultant texts for the pediatricians and the well pre- 
pared small books of a more tabular style which 
have become available in recent years.” In view of 
this particular purpose, the book has much to 
recommend it. Attention is primarily focused on the 
problems most commonly encountered in pediatric 
practice. Although most chapters and sections of 
the book are comparatively short, the material pre- 
sented is concisely and clearly written. The bibliog- 
raphy is designed to provide the reader with review 
articles which cover various aspects of the subject 
in more detai’. 
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A great deal of emphasis has been laid on the 
problems of the newborn, and the approach to this 
is novel and commendable. Several of the major 
problems concerning the newborn including respira- 
tory distress, vomiting, infections, and intracranial 
disease, are discussed in detail as regards the vari- 
ous etiologies. A helpful illustration is the one 
entitled “the fetal life line” which illustrates the 
nutritional channels to the fetus in diagrammatic 
fashion. Despite the emphasis on the newborn there 
is too little space devoted to the problems of pre- 
maturity. The differential diagnosis of vomiting and 
the treatment of diarrhea are presented in detail, 
but it is rather surprising to note that paregoric is 
recommended in the treatment of diarrhea, a prac- 
tice which has been shown to be without value in 
previous Canadian studies. The section relating to 
eye problems in childhood is particularly to be 
recommended. Other commendable features which 
are not usually available in pediatric texts is the 
chapter concerning “Accidents, Burns, Poisoning, 
and Sudden Deaths,” the table depicting the etiology 
of jaundice in early infancy, and the up-to-date out- 
line of hemorrhagic diseases. 

This book discusses some of the more recent 
pediatric concepts including placental insufficiency 
or post-maturity, the syndrome of neonatal myas- 
thenia gravis, and congenital purpura. Despite its 
purposeful limited scope, it is surprising to find 
no mention of histoplasmosis, coccidioidomycosis, 
and idiopathic pericarditis among other not uncom- 
mon diseases of childhood. 

There seems to be no significant differences be- 
tween pediatrics as it is taught and practiced in 
Canada and in the United States. The book has an 
excellent format and printing. This reviewer feels 
that the editors have carried out a difficult task in 
a satisfactory fashion. The book can be recom- 
mended to the general practitioner and is of value 


to the medical student. 
Harris D. Ritey, Jr., M.D. 


MepIcaL EFFECTS OF THE ATOMIC BOMB IN JAPAN. 
National Nuclear Energy Series. Div. VIII-Vol. 
8. Edited by Ashley W. Oughterson, M.D., and 
Shields Warren, M.D., Clinical Professor of 
Surgery, Yale University School of Medicine. 
Pathologist, Professor of Pathology, Harvard 
Medical School. 477 pages. Illustrated. McGraw- 
Hill Book Company, Inc., New York, Toronto, 
London. 1956. Price $8.00. 

This detailed summary is based on the six volume 
report of the “Joint Commission for the Investiga- 
tion of the Atomic Bomb in Japan.” An attempt is 
made to analyze the numbers and types of casualties 
from the available data, the so called “ring” analy- 
sis being used. 

The chapter on clinical observations is thorough, 


> 
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complete, and informative showing the radiation 
sickness syndrome in all its phases and the varia- 
tions in the clinical picture as a function of dose. 
The chapters on hematology and pathology are 
quite extensive and definitely worthwhile. 

Throughout the text are many excellent photo- 
graphs which are quite exemplary and the tables 
and graphs are numerous enough to give adequate 
statistical clarification. 

Several interesting appendices give data on or- 
ganization and personnel involved in the surveys as 
well as methods used in the studies. There are 
ample references for each chapter. 

The work is very readable, is printed on fine 
paper and is well bound. This is a very valuable 
reference work for those who desire to consider 
the problem of mass casualties. 


Cort. CLinton S. Maupin, MC, USA 


OPERATIVE SurcGerRy. Vol. I (of 8 vol. set). Surgery 
of Trauma—Abdomen. Under the General Editor- 
ship of Charles Rob, M.C., M.Chir., F.R.C.S., 
Professor of Surgery, St. Mary’s Hospital, Lon- 
don; and Rodney Smith, M.S., F.R.C.S., Sur- 
geon, St. George’s Hospital, London. 358 pages, 
illustrated. F. A. Davis Company, Philadelphia. 
1956. Price $19.50 per vol. 

This review deals with Volume I only. It con- 
sists of three parts: Part I—Introductory (98 pp.) ; 
Part II—Surgery of Trauma (109 pp.) ; and Part 
Il1I—Abdomen (135 pp.). Each part is paged sepa- 
rately. This obviatés the use of large numbers as 
page designations but I believe makes it slightly 
more difficult to look up references from the index. 

This is an entirely new kind of textbook of 
surgery. The emphasis is placed on pictures and 
not on the text. The authors feel that if the best 
way to learn operative surgery is to watch an 
operation perfectly performed, then the emphasis in 
a book on operative surgery must clearly be visual. 

Instead of describing an operation with a lot of 
words and illustrating it with a few pictures, the 
operation is described by pictures stage by stage, 
the text accompanying each picture is short, and 
is only for the purpose of clarification and to indi- 
cate difficulties or hazards in the various steps of 
the operation. This reviewer feels that possibly 
some of the descriptions are too brief, but cer- 
tainly that is not so great a fault as to have them 
too verbose. Besides, the drawings are excellent and 
adequate. 

This is the kind of book which will come in 
handy to any surgeon who wishes to refresh his 
memory on the details of any operation which he 
does not perform too frequently. It should also be 
of material help to young house surgeons. 

The work also contains some general advice 
about contraindications, preoperative 
treatment, and complications. 


indications, 


and postoperative 
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These are briefly included in the description of each 
operation, 

Not only the standard operations for each of the 
various procedures are clearly set forth pictorially, 
but the common important variations of the vari- 
ous procedures are also adequately portrayed. 

Part I (Introductory) deals with ligatures and 
suture materials, local anesthesia, block anesthesia, 
posture, hemostasis, infusions and_ transfusions, 
diathermy, needle biopsy, retractors, methods of 
dissection, drainage, technique of suturing and of 
tying knots, radium needle insertion, and wound 
dehiscence. All of these procedures are amply il- 
lustrated. 

Part II (Surgery of Trauma) deals with the 
general treatment of wounds; fractures and joint 
injuries ; abdominal injuries; injuries to the kidney, 
ureter, bladder and urethra; chest injuries; and 
wounds of the face and jaws. 

Part III (Abdomen) deals with acute abdominal 
conditions; gastroscopy; pyloromyotomy in_ in- 
fants; gastrostomy; perforated peptic ulcer; 
pyloroplasty; duodeno-jejunostomy; gastro-jeju- 
nostomy and antral-exclusion; partial gastrectomy 
operations for bleeding peptic ulcer, gastro-jejunal 
ulcer and gastro-jejuno-colic fistula; gastrectomy 
for cancer; and vagotomy. Part III will be con- 
tinued in the second volume. 

This reviewer was delighted to see that the im- 
portance of the submucous coat in_ intestinal 
anastomosis is stressed in the chapter on “Speci- 
men Anastomosis of Hollow Viscera” by Sir 
Heneage Ogilvie. He states that “’Til lately the 
peritoneal coat was considered of extreme impor- 
tant in intestinal anastomosis.” Unfortunately it is 
still so considered by some surgeons. That the 
submucous coat is the important coat in intestinal 
anastomosis was pointed out by Halsted in 1887 
(Mm. J. M. Sc., 94, 436), and yet it is amazing how 
this has escaped the notice of many competent sur- 
geons. Sir Heneage stresses the importance of the 
submucous coat and states that “loops of uncovered 
bowel will unite just as well as loops of peritoneal- 
ized bowel provided they are equally well sutured 
and not under tension.” 

If the forthcoming volumes live up to the fore- 
cast of the first volume, this work will be a must 
for every well rounded surgical library. 

Amos R. Koontz, M.D. 


OPERATIVE SurGERY. Vol. II. (Set to include 8 
vols. )—Abdomen. 

The present review deals with Volume II only. 
This volume is a continuation of Surgery of the 
Abdomen, which was started in Volume I, and con- 
tinues with the Surgery of Hernia (all types) ; the 
Appendix, Mesentery and Peritoneum; the Spleen 
(including operations for Portal Hypertension) ; 
the Pancreas; the Biliary System and Liver; the 
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Small Intestine; and the Large Bowel (exclusive of 
Rectum and Anus). 

I stated in the review of the first volume that the 
emphasis in this work is placed on the pictures and 
not on the text, as the authors feel that the best 
way to learn operative surgery is to watch an op- 
eration perfectly performed instead of reading 
about it. 

The illustrations in the first volume were almost 
uniformly excellent and this continues in the second 
volume, except for those dealing with hiatus hernia. 
The latter are not very clear. 

In dealing with inguinal hernia, the authors speak 
of the “relaxation operation of Reinhoff and 
Tanner.” This reviewer would like to point out 
again, as he has many times before, that the re- 
laxation incision in the sheath of the rectus muscle, 
which is so useful in inguinal hernia repair, was 
first used by Halsted in 1903 (Johns Hopkins Hosp. 
Bull. 14, pp. 211-212). I believe that the reason 
that Halsted’s relaxation incision has been missed 
by so many surgeons is due to the fact that he had 
only one paragraph on it in a long article dealing 
with inguinal hernia in general, and there was 
nothing in the title to suggest that the article might 
include a description of this important procedure. 
This relaxation incision was also described by Fallis 
in 1938, Reinhoff in 1940, and Tanner in 1942. It 


should be made clear, however, that priority be- 


longs to Halsted. 

Sliding hernia is so important, and so many cases 
are so difficult to handle, that I was frankly amazed 
at the brief and inadequate handling of this sub- 
ject in this fine textbook of surgery. There is no 
mention of methods of handling huge scrotal slid- 
ing hernias, of which one encounters not a few, 
and there is no mention of the LaRoque intra- 
abdominal approach, which is so useful, not only in 
handling sliding hernias, but especially in recurrent 
hernias which have been operated on a great many 
times and in which the anatomy is frequently so 
scrambled that the approach is difficult from the 
inguinal region alone. 

“Thread or catgut” is recommended as the suture 
material in inguinal hernia repair. I strongly feel 
that it is high time we were getting away from 
catgut in hernia repair. It is well known that it 
takes ten to fourteen days to get sufficient healing 
in any wound to provide adequate tensile strength. 
It is also well known that catgut is entirely un- 
reliable and cannot be depended upon to last 
routinely more than a few days. It seems futile, 


then, to use catgut as a suture material to hold 
important structures in apposition, the firm healing 
of which are necessary for the cure of the hernia. 
It has also been demonstrated that the recurrence 
rate is from three to four times as high when 
catgut is used as when non-absorbable sutures are 
used. 

The methods described for surgery of the large 
bowel are slightly antiquated and should be brought 
up to date. One gets the impression that the authors 
use the Milkulicz type of colostomy far more often 
than is the common vogue today. 

On the whole, though, this volume continues the 
fine promise of the first volume and would be a 
valuable addition to any surgical library. 

Amos R. Koontz, M.D. 


RosENAU PREVENTIVE MEDICINE AND PuBLIc 

HEALTH. 8th Ed. By Kenneth F. Maxcy, M.D., 

Dr. P. H., Professor Emeritus of Epidemiology, 

The Johns Hopkins University, with 27 con- 

‘tributors. 1465 pages. Appleton-Century-Crofts, 

Inc., New York. 1956. $15.00. 

This eighth edition of Rosenau’s classic textbook 
is the second revision by Dr. Maxcy. This new 
edition has been retitled to include “public health” 
in lieu of “hygiene.” This was done to indicate more 
adequately the full scope and purpose of the book. 
The author and the 27 contributors have rewritten, 
either completely or in part, 44% of the text to 
bring the material up to date. Selected references 
have been added to document the newer work and a 
more detailed and comprehensive index has been 
provided. 

The material on tuberculosis, poliomyelitis and 
ionizing radiation have been revised to keep abreast 
of the important advances in these fields over the 
past five years. New subjects added include 
Coxsackie virus infection, West Nile encephalitis 
and epidemic nephritis. Chapter 47, “National 
Health Services in the United States,” has been 
revised to describe the organization and functions 
of the Department of Health, Education and Wel- 
fare which came into being in 1953. 

This book continues to be the outstanding basic 
text and reference in the field. Not only is it con- 
sidered to be indispensible to the general practi- 
tioner and those working primarially in preventive 
medicine and public health, but it is an invaluable 
authoritative reference that should be readily avail- 
able to all military physicians. 

Cot. CLarK B. WiLtt1AMs, MC, USA 
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NEW BOOKS 


Books may be ordered through the Association 


Experimental Psychopathology, edited by Paul H. 
Hoch, M.D. and Joseph Zubin, Ph.D. Grune & 
Stratton, Inc., New York, N.Y. Price $6.50. 

Management of Abdominal Operations, 2nd ed. 2 
vols., by Rodney Maingot. The Macmillan Co., 
New York, N.Y. Price $32.00. 

Principles and Practice of Surgery, edited by J. Gar- 
rott Allen, M.D. Henry N. Harkins, M.D., Carl 
A. Moyer, M.D. and Jonathan E. Rhoads, M.D. 
J. B. Lippincott Co., Philadelphia, Pa. Price 
$16.00. 

Synopsis of Gastroenterology, by Rudolf Schind- 
ler, M.D., F.A.C.P. Grune & Stratton, Inc., New 
York, N.Y. Price $7.75. 

Blood and Bone Marrow Patterns, by G. D. Tal- 
bott, M.D., Elmer R. Hunsicker, B.S., and Jonah 
Li, M.D. Grune & Stratton, Inc., New York, N.Y. 
Price $12.00. 

1957 Medical Progress, edited by Morris Fishbein, 
M.D. McGraw-Hill Book Co., Inc., New York, 
N.Y. Price $5.00. 

Cold Injury, edited by M. Irene Ferrer. Josiah 


Macy, Jr. Foundation, New York, N.Y. Price 
$5.95. 

Neuropharmacology, edited by Harold A. Abram- 
son. Josiah Macy, Jr. Foundation, New York, 
N.Y. Price $4.50. 

Medical Manual of Chemical Warfare, A Sym- 
posium. Chemical Publishing Co., New York, 
N.Y. Price $4.00. 

The Principles and Methods of Physical Diagnosis, 
by Simon S. Leopold, M.D. W. B. Saunders Co., 
Philadelphia, Pa. Price $9.00. 

Therapeutic Exercise for Body Alignment and 
Function, by Marian Williams, Ph.D. and Cath- 
erine Worthingham, Ph.D. W. B. Saunders Co. 
Philadelphia, Pa. Price $3.50. 

Gifford’s Textbook of Ophthalmology, by Francis 
H. Adler, M.D. W. B. Saunders Co., Philadelphia, 
Pa. Price $8.00. 

Atlas of Clinical Endocrinology, by H. Lisser, A.B., 
M.D. and Roberto F. Escamilla, A.B., M.D. The 
C. V. Mosby Co., St. Louis, Mo. Price $18.75. 

Injuries of the Hand, by Ronald Furlong, F.R.C.S. 
Little, Brown & Co., Boston, Mass. Price $9.00. 
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© Delay in wound healing 

\.B., © Changes in peripheral blood picture 
The . 1° Hemorrhage, hematoma or petechiae 
5. With No Danger Of ¢ Granulomas at injection site 
“sy: © Chills, cyanosis or allergic reaction 

Aggravation of infection 


VARIDASE 


° Streptokinase-Streptodornase Lederle 
untramuscular 


Intramuscular VARIDASE accelerates resolution of inflammation 

at almost any site in the body. Provides unsurpassed proteolytic 

therapy in many inflammatory conditions such as: trauma; 

abscesses; cellulitis; thrombophlebitis; epididymitis; decubitus; 

diabetic and varicose ulcers; hemarthrosis; iridocyclitis; and 

sinusitis. 

Easy-to-prepare—Simple mixing instructions in the package 

literature 

Easy-to-use— Water-soluble (no oil) — minimizes injection pain 
... eliminates oil-sensitivity reactions 

VARIDASE is a standard product with the Army and Air Force 

and may be obtained from the Armed Services Medical Stock 

List. 

1. Miller, J. M.; Surmonte, J. A.; Ginsberg, M., and Ablondi, 

F.B.: Postgraduate Medicine 20:260 (Sept.) 1956. 


> LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, N. Y. 
*Reg. U.S. Pat. Off. 
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“Thorazine’ relieved this patient’s severe anxiety 
and fear. She was able to continue working and 


soon began to gain insight. 


‘THORAZINE’ CASE REPORT 

patient: 29-year-old single female. Severe anxiety of two months’ duration. 
Complained to police of car following her home nightly. Afraid to quit job 
because of fear of reprisal by communists in her office. 


response: Intensity of symptoms diminished rapidly when ‘Thorazine’ was 
given. After one week, “remarks were no longer directed at communists.” Patient 
quit her job and got a new one. 


After three months of ‘Thorazine’ therapy, patient stated that she “felt fine” 
and her “‘work was very good.” “Maybe it was my nerves and imagination, 
but that’s behind me.” 


This case report is from the files of the patient’s physician. 


‘iy H O R A Z I N E* one of the fundamental drugs in medicine 


Smith, Kline & French Laboratories, Philadelphia 
*T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 
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YOU CAN PAY MORE... 
BUT YOU CAN'T BUY BETTER COVERAGE 


No officer of the US Armed Forces would dare drive his automobile 
without insurance. Not only must the insurance be adequate to meet 


possible claims, but it must be with a sound company. 

When you insure with USAA you are insuring with an association to active and retired officers, 

that has been serving the services since 1922. Assets at year end 1956 ae — —— i po the 

totaled $39,363,975 and during the same year over $15 million dollars Marine Corps, Coast Guard, Public 

were paid for losses and adjustments. Coast 

urvey; officers an worran 

USAA. understands the problems of those in the US Armed Forces, tha ‘Gua 

for active and retired officers manage and direct the Association. ao ease — — hee 

ende active redera uty, (after- 

USAA operates as a non-profit association ...serving the officers Gee 

of the US Armed Forces, a preferred risk group.* No salesmen are continue or later renew their in- 

surance, so long as they retain 

employed nor any commissions paid. Selling is done by mail. 

No other insurance company offers automobile insurance for the tid 

. widows of suc officers an war- 

US Armed Forces officer at a lower cost than that made available to Whale. 
USAA members. Currently stateside policyholders save 36% of standard is not changed by remarriage. 

uf USAA operates in the United 

rates on automobile insurance. 

States, its possessions and terri- 

Whether you are stateside, or overseas, USAA is as close as your tories; Conada, Cuba and the 

: . Canal Zone; Japan, the Philip- 

nearest mailbox, telephone or telegraph office. Your USAA insurance 

: becomes effective as of postmarked time of application, unless a later the Pacific, as well as in Western 

date is specified. Continental Europe. 


AUTOMOBILE ASSOCIATION 
Charles E. Cheever, Colonel, USA - Retired, President 
Dept. MM-2 USAA Building, 4119 Broadway, San Antonio 9, Tex 


© Send information on automobile insurance based on following dota: 


tet UNITED SERVICES 
® 


© Send informotion on Insurance covering household effects v 
Cor Yeor | Moke Model | Body Type Pass. Cap Serial Number Motor No. No. Cyls. 
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the eutomebile cvs in er from we !f any of the operators under 25 ore owners, or principal operators, of the 
If the automobile is customarily used in driving to or from work, how many éutomobile, 
road miles is the cor driven one woy?. fo) are all such operators married?. 
Are any of the operators under 25 owners or principal operators of the (b) do all such operators have legal custody of a child resident in the 
automobile?. household?. 
Name. Rank. Serial No. 
Military Address. 
i car not ot above address, Active duty D Retired 
give location of car. MM-2 7) Inactive but fetaining commission 
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Even stubborn 


trichomoniasis yields... 
because Tricofuron 


is effective 


during menstruation, 


the critical time 
for therapy. 


TRICOFU 


Recurrences of trichomoniasis ‘“‘are 
most likely to follow the menstrual 
period.”1 

“Over and over again today patients 
are seen with what is said to be an 
intractable, treatment-resistant Tricho- 
monas infestation, but history-taking 
often reveals that such patients have 
never had treatment prescribed during 
any menstrual period.”? 

Menstrual blood in the vagina “forms 
an excellent medium for the rapid mul- 
tiplication of T. vaginalis”? and “low- 
ers the acidity of the vagina and hence 
there is a tendency to recrudescence [of 
trichomoniasis] at that time.”* 

Tricofuron is powerfully trichomo- 
nacidal “even in the presence of vaginal 
debris and menstrual blood.”8 


EATON LABORATORIES 


Nitrofurans—a new class of antimicrobials—neither 


For 44 of 48 patients: lasting cure was 
obtained with a single course of Trico- 
furon therapy3 

Vaginal Suppositories —for home use — 
each morning and night through one cycle, 
including the important menstrual days. 
Contain 0.25% Furoxone® (brand of 


furazolidone) in a water-miscible base. 
Box of 12, each sealed in green foil. 


Vaginal Powder—for office use—applied 
by the physician at least once a week, 
except during menstruation. Contains 0.1% 
Furoxone in an acidic powder base. Bottle 
of 30 Gm. 

References: 1. Bernstine, J. B., and Rakoff, A. E.: 
Vaginal Infections, Infestations and Discharges, New 
York, The Blakiston Company, Inc., 1953, p. 235. 
2. Overstreet, E. W.: Arizona M. 10:383, 1953. 
3. Schwartz, J.: Obst. Gyn., N.Y. 7:312, 1956. 
4. Crossen, R. J.: Diseases of Women, St. Louis, 
The C. V. Mosby Company, 1953, p. 292. 
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IN CARDIAC EDEMA 


Many patients with heart failure often respond well to 
treatment with DIAMOx alone. DIAMOx is effective not only in 
the mobilization of edema fluid, but in the prevention of 
fluid accumulation as well. 


Patients do not show fluid and weight fluctuations, nor do 
patients on DIAMOXx become refractory following long-term 
therapy. DIAMOx is well-tolerated orally, and even when given 
in large dosage serious side effects are rare. A single dose 

is active for 6 to 12 hours, offering convenient daytime 

diuresis and nighttime rest. Excretion by the kidney is usually 
complete within 12 hours with no cumulative effects. 


A highly versatile diuretic, pIAMOx has proved singularly 
useful in other conditions as well, including glaucoma, 
epilepsy, toxemia and edema of pregnancy, and 
premenstrual tension. 


Supplied: Scored Tablets of 250 mg. (Also in ampuls of 


500 mg. for parenteral use). 
amo 


Acetazolamide Lederle 


_LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, N. Y. 


*Reg. Pat. Off. 


-- 


Orinase 
Prescription 
In vformation 


Dosage: Patients responsive to Orinase 
may begin therapy as follows: 


First day 


200006 
BOO 
Third day 


1 Gm. 


Usual maintenance dose 1 Gm. | 
(must be adjusted to patient’s response) | 
| 


To change from insulin to Orinase: 

If previous insulin dosage was 

less than 

40 u./day . . . reduce insulin 30% to 
50% immediately; 
gradually reduce insulin 
dose if response to 
Orinase is observed. 


more than | 
40 u./day . . . reduce insulin 20% 
immediately; carefully | 
reduce insulin beyond | 
this point if response to 
Orinase is observed. | 
In these patients, 
hospitalization should be | 
considered during the 
transition period. | 
Caution: During the initial “test” period | 
(not more than 5 to 7 days), the patient | 
should test his urine for sugar and | 
ketone bodies three times daily and 
report to his physician daily. For the first | 
month, he should report at least once | 
weekly for physical examination, blood 
sugar determination, and white cell | 
count (with differential count, if 
indicated). After the first month, the | 
patient should be seen at least once a 
month, and the above studies carried out. | 
It is especially important that the patient, | 
because of the simplicity and ease of 
administration of Orinase, does not | 
develop a careless attitude (“cheating” 
on his diet, for example) which may | 
result in serious consequences and | 
failure of treatment. 
Supplied: In 0.5 Gm. scored tablets, | 
bottles of 50. | 
| 


Complete literature available on request. 


THE UPJOHN COMPANY 
| Upjohn | KALAMAZOO, MICHIGAN 
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the new OF al antidiabetic agent 


Used investigationally in more than 


Ready for your prescription now. Orinase is now 
available in all leading prescription pharmacies. 
But please, before you prescribe this exciting 
new drug, be sure you understand its limitations. 


Indications. Orinase is most likely to benefit the 
patient in whom the diabetes is relatively mild 
and stable, is not adequately controlled by die- 
tary restrictions alone, and developed sometime 
after the age of 30 years. 


Contraindications. Orinase is contraindicated in 
patients with 1) diabetes of the types known vari- 
ously as juvenile, growth-onset, unstable, or 
brittle; 2) a history of diabetic coma; 3) diabetes 
complicated by ketosis, acidosis, coma, fever, 
severe trauma, gangrene, Raynaud’s disease, or 
serious impairment of renal or thyroid function; 
4) hepatic dysfunction; and 5) diabetes ade- 
quately controlled by dietary restriction. 


Effects. In patients with a satisfactory response 
to Orinase, the blood sugar falls, glycosuria 
diminishes, and such symptoms as pruritus, poly- 
uria, and polyphagia disappear. It is not a sub- 
stitute for insulin. And it requires the same ad- 
herence to basic principles of diabetes control as 
does insulin, e.g., dietary regulation; tests for 
glycosuria and ketonuria; hygiene; exercise; in- 


18,000 patients! 


(Tolbutamide, Upjohn) 


struction of the patient to recognize and counter- 
act impending hypoglycemia, to follow rigidly 
directions regarding diet and continuing use of 
the drug and to report immediately to the phy- 
sician any feeling of illness. Extreme care must 
be taken during the transition period to avoid 
ketosis, acidosis, and coma. 


Side effects. To date, the most serious side effect is 
hypoglycemia, which may occur occasionally and 
is most likely to occur during the transition 
period from insulin to Orinase. Other untoward 
reactions to Orinase are rare, usually of a non- 
serious nature, and tend to disappear on adjust- 
ment of dosage, e.g., gastrointestinal disturb- 
ances, headache, variable allergic skin manifesta- 
tions, and alcohol intolerance. 


Clinical toxicity. Aside from an occasional hypo- 
glycemia, Orinase appears to be remarkably free 
of gross clinical toxicity. There is no evidence of 
crystalluria or other untoward effects on renal 
function, or of hepatotoxicity. Except for a rare 
leukopenia of mild degree, which has been revers- 
ible (in some instances, even under continued 
therapy) , there have been no adverse effects on 
hematopoietic function. 


TRADEMARK, REG. U.S. PAT. OFF. 
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in urinary tract 


infections of pregnancy 
delay is dangerous... 


“Approximately one-half of 
the patients have some permanent 
damage to the urinary tract.”* 


FURADANTIN; 


FOR RAPID ERADICATION OF INFECTION 


Specific for genitourinary tract in- 
fections - rapid bactericidal action 
- negligible development of bacte- 
rial resistance - nontoxic to kid- 
neys, liver and blood-forming 
organs - safe for use in preg- 
nancy?,3 

AVERAGE DOSAGE: 100 mg. q.i.d. 
with food or milk. Continue for 3 


days after urine becomes sterile. 


SUPPLIED: Tablets, 50 and 100 mg. 
Oral Suspension (25 mg. per 5 cc. 
tsp.). 


REFERENCES: 1. Rives, H. F.: Texas J. M. 


52:224, 1956. 2. Diggs, E. S.; Prevost, E. C., 
and Valderas, J. G.: Am. J. Obst. 71:399, 
1956. 3. Macleod, P. F., et al.: Internat. Rec. 
Med. 169:561, 1956. 


NITROFURANS 
a new class of antimicrobials—neither antibiotics nor sulfonamides 


EATON (ex) NORWICH, NEW YORK 
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broadens benefits 
narrows side effects 


lengthens established gains 


for outstanding hormonal control with a 
minimal electrolyte disturbances om = 
in 
hay fever and other respiratory allergies, 
contact dermatitis and allergic eczemas, 


drug and other sensitivity reactions, 


allergic and inflammatory eye disorders 


METICORTEN, 1, 2.5 and 5 mg. white tablets. Scheri ng 


METICORTEN 


MC-J-3186 PREDNISONE 
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Specifically Recommended in the 


Treatment of Prostatic Carcinoma 


Brand of polyestradiol phosphate 


Long-acting Estrogen with Unique Mode of Action 


e simulates physiologic release of estrogen 


e acts 


is a synthetic gland secreting natural estrogen 


e maintains constant ettective levels 


“Estradurin” offers a safe, efficient, simple, 
and reliable means of insuring constant effec- 
tive estrogen levels in patients with prostatic 
carcinoma.*? 


The unique mode of action is explained as 
follows :** 


No depot effect at site of injection — Within 
24 hours, 90 per cent of the total dose dis- 
appears from the injection site. Clearance 


from the blood stream is also rapid, and 
within 48 hours varying amounts appear in 
the reticuloendothelial cells where storage is 
apparently passive. 


Hydrolysis in the blood stream — As the 
amount of circulating polyestradiol phosphate 


falls below a certain level, more passes from 
the reticuloendothelial system into the blood 


stream. Biologically active units of estradiol 
are slowly split off from the parent molecule. 
The free estradiol then exerts a normal estro- 
genic influence and is metabolized by the 
body in the same manner as the endogenous 
hormone. 


Suggested Dosage: 40 mg. intramuscularly 
every two to four wecks or less frequently, 
depending on the clinical response of the pa- 
tient. If the response is not satisfactory, doses 
up to 80 mg. may be used. L.creasing the dose 
primarily prolongs the duration of action, but 
the amount of estrogen available at any one 
time is not significantly increased. 


Availability: No. 451 — Each package pro- 
vides: One “Secule”« containing 40 mg. poly- 
estradiol phosphate and one 2 cc. ampul of 
sterile diluent. 


Bibliography and literature on request 
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highly effective 


OLEANDOMYCIN TETRACYCLINE 


ycin 


provides added certainty in antibiotic therapy particularly for 
that 90% of the patient population treated in home or office... 


Multi-spectrum synergistically strengthened 
SIGMAMYCIN provides the antimicrobial spec- 
trum of tetracycline extended and potentiated 
with oleandomycin to include even those strains 
of staphylococci and certain other pathogens 
resistant to other antibiotics. 


Supplied: SIGMAMYCIN CAPSULES — 250 mg. 
(oleandomycin 83 mg., tetracycline 167 mg.), 
bottles of 16 and 100; 100 mg. (oleandomycin 


33 mg., tetracycline 67 mg.), bottles of 25 and 
100. SIGMAMYCIN FOR ORAL SUSPENSION — 1.5 
Gm., 125 mg. per 5 cc. teaspoonful (oleandomy- 
cin 42 mg., tetracycline 83 mg.), mint flavored, 
bottles of 2 oz. *Trademark 


PFIZER LABORATORIES, Brooklyn 6, N. Y. 
Division, Chas. Pfizer & Co., Inc. 


World leader in antibiotic 


development and production 


hor, , /_\y “Sie 
\ me 
| 
a 
linica rove 
cin y 
us 
ly 
a- 
28 
se 
it 
ie 
Fe 
| 


Now Even Greater 
Effectiveness 


WEAR CANAL 
THERAPY 


/ 
OTITIS EXTERNA 
FURUNCULOSIS 
OTOMYCOSIS 
OTITIS MEDIA 


Excellent Topical Tolerance * No Systemic Effects 
The addition of hydrocortisone to the Otamylon formu- 
lation greatly enhances its effectiveness against infectious 
processes involving the ear canal and ear drum. Exudation, 
erythema, itching and sensation of fulness subside rapidly. 
Otamylon with Hydrocortisone is effective against all 
commonly encountered ear pathogens. 


Also available for highly effective topical chemotherapy 
on skin, mucous membranes, etc., and in peritoneal cavity: 


Sulfamylon 5% solution (1 fl. oz. and 8 fl. oz.) 


Sulfamylon with Streptomycin—5% solution (100 cc.) 
with streptomycin 20 mg. (20,000 units). 


BACTERICIDAL 
FUNGICIDAL 
ANALGESIC 
HYGROSCOPIC 
Anti-allergic * Anti-inflammatory 


Otamylon with Hydrocortisone is o clear, odor- 
less, sterile, viscid liquid containing: 


Sulfamylon® HCI 5% 
5% 
Hydrocortisone 0.02% 


Anhydrous glycol q.s. 100 


Manner of Use: 2 or 3 drops or moistened 
wick applied three or four times daily. 


Supplied: Combination package with drop- 
per: Otamylon (13.4 cc.) and hydrocortisone 
solution (2 cc.) to be mixed prior to dispensing. 


(| LABORATORIES 
NEW YORK 18, 


Otamylon and Sulfamylon (brand of mafenide), 
trademarks reg. U.S. Pat. Off. 
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brand of prednisolone 
Most active corticoid; minimal disturbance of electrolyte bal- 
ance. White, scored 5 mg. tablets (bottles of 20 and 100) and 


pink, scored 1 mg. tablets (bottles of 100). 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 
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for anxiety 
and tension in 


5 ( | everyday practice 


m@ well suited for prolonged therapy 
@ well tolerated, relatively nontoxic 


w no blood dyscrasias, liver toxicity, Parkinson-like syndrome or nasal stuffiness 
wm chemically unrelated to phenothiazine compounds and rauwolfia derivatives 
@ orally effective within 30 minutes for a period of 6 hours 


For treatment Of anxlety and tension states and muscle spasm 


2-methyl-2-n-propyl-1,3-propanediol dicarbamate—U. S. Patent 2,724,720 
Tranquilizer with muscle-relaxant action 


DISCOVERED AND INTRODUCED 


SUPPLIED : 400 mg. scored tablets 
200 mg. sugar-coated tablets 
USUAL DOSAGE : One or two 400 mg. tablets t.i.d. STANDARD 


Literature and Samples Available on Request 


SCORED 
TABLETS 


THE MILTOWN® 
MEPROBAMATE MOLECULE 


M-3707-RS 
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EPINEPHRINE 1:100.% 


AN AQUEOUS SOLUTION 
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fastest acting local anesthetic— 
as safe as it is effective 


How safe is Xylocaine? In five years, over 500,000,000 injections of Xylocaine HCI 
Solution have been given. “The apparent clinical safety of Xylocaine is gratifying, for 
without this quality, its additional properties would not warrant an enthusiastic report. 
Nor would safety alone call for a high recommendation unless additional desirable properties 
were to be found. The truth of the matter is, however, that Xylocaine approaches the ideal 
drug more closely than any other local anesthetic agent we have today.”* 


How effective is Xylocaine? Xylocaine HCl Solution produces more rapid, complete, and 
deeper anesthesia than other local anesthetics used in equivalent doses. By infiltration, 
Xylocaine gives a wide area of analgesia, and surrounding tissues are also anesthetized. 
The long duration of Xylocaine action reduces the need for additional injections. At the 
same time, it assures greater comfort for a longer period—often when it’s needed most. 


How does Xylocaine fit into my practice? Xylocaine is the ideal agent for local infiltration 
anesthesia because it is safe, fast acting and of long duration. It is used routinely in daily 
practice for countless minor surgical procedures such as closure of lacerations, 

removal of cysts, moles, warts; treatment of abscesses; and in reduction of fractures. 


to use 


xXxY LOCAIN 


It has also become the choice of many physicians for therapeutic interruption 
of nerve function by temporary nerve blocks in herpes zoster, subdeltoid 
bursitis, fibrositis, myalgia of shoulder muscles, periarthritis due to trauma, and 
painful postoperative scars. The relief of pain in these conditions at times 
appears to be the most important part of treatment. 


The remarkable topical anesthetic properties of Xylocaine HCI Solution 
further enhance its usefulness for minor operations. Topical anesthesia 
can be obtained by spraying, by applying packs, by swabbing, or by 
instilling the solution into a cavity or on a surface. 


Xylocaine HCI Solutions are available in 2 cc. ampuls, 20 cc. and l aes 
50 cc. vials in strengths of 0.5%, 1% and 2%, with or without epinephrine. /- - 


Bibliography of approximately 300 Xylocaine references upon request. 


*Southworth, J. L., and Dabbs, C. H.: Xylocaine: a superior agent for conduction H 
anesthesia, Anesth. & Analg. 32:159 (May-June) 1953. j 
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High solubility of 
“Thiosulfil’ 
insures prompt 
bacteriostatic 
concentrations at 


tract infections 


direct effective 


“THIOSULFIL. 


Brand of sulfamethizole 


AYERST LABORATORIES 
New York, N.Y. ° Montreal, Canada 


5653 


Z. D. GILMAN 


Established 1822 
Drugs, Medicines and 
Chemicals 


Wholesale and Retail 


627 Pennsylvania Ave. N.W. 


Trusses, Surgical Instruments 
Government Contractors, Hospital Supplies 


WASHINGTON, D.C. 
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The Twentieth 
Century Limited 


doesn’t have enough room to 
carry all the physicians who 
have reported their satisfac- 
tory experience in controlled 
studies on GANTRISIN. 


Generally speaking, these in- 
vestigators have reported that 
GANTRISIN in one or more of 


its ten dosage forms is effica- 


cious in a wide range of in- 
fectious diseases. And the 


efficacy is decisive, rapid, 
enduring and, above all, safe. 
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in urinary tract infections 


V4 O GANTRISIN ‘ROCHE’ 


prompt, specific action against pain 


and infection ...in one tablet 


ACTION: 
Azo Gantrisin is an antibacterial-analgesic agent specifically designed for treatment of 


urinary tract infections. The high plasma and urine levels of Gantrisin act systemically 
and locally to clear both descending and ascending infections. Painful burning, urgency 
and nocturia are relieved — often within 2 hours — by the analgesic action of phenylazo- 
diamino-pyridine HCI upon the mucosa of the lower urinary tract. 


USES: 
For antibacterial therapy and local pain relief in urinary tract infections; prevention of 


infection after cystoscopy, catheterization and other instrumentation. Also useful after 
urologic surgery. 


ADVANTAGES: 
Wide antibacterial spectrum... high plasma levels... high urine levels... high solu- 
bility (even in acid urine)...no need for alkalies...no likelihood of renal blocking... 


local pain relief. 


DOSAGE: 
Adults (and children over 100 Ibs) — 2 tablets, q.i.d. 
Children under 100 Ibs — 1 tablet, q.i.d. 


Caution: The usual precautions in sulfonamide therapy should be observed. Because Azo Gantrisin 
contains phenylazo-diamino-pyridine HCl, it is contraindicated in glomerular nephritis, pyelonephritis 
of pregnancy with gastrointestinal symptoms, severe hepatitis and uremia. In such cases, Gantrisin 


should be used alone. 


SUPPLIED: 
Red, monogrammed tablets, each containing 0.5 Gm Gantrisin plus 50 mg phenylazo- 


diamino-pyridine HCl; bottles of 100 and 500 tablets. 


Gantrisin®— brand of sulfisoxazole 


HOFFMANN -LA ROCHE INC + NUTLEY «+ N. J. 
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more flexible sutures | 


Surgical Products Division Film Library 


eliminates glass damage...ends excessive handling’ 


No nicked sutures...no glass slivers...no punctured gloves. SURGILAR 

has no reel to cause kinks and bends...loose-coil gut gets much less handling, 
is noticeably more flexible. Envelope may be easily opened as needed so 

suture can’t dry out. Jar solution is nonirritating. 


saves 33/3% nurse time’ 


Faster handling frees her for other duties...new nurses learn simple 
SURGILAR technic in minutes. 


reduces surgical costs’ 


Less accidental breakage...fewer sutures opened per operation...takes 50% 
less sturage space...costs no more than tubes. , 
1. Alexander, Edythe L.: Mod. Hosp., May, 1957. 


MORE THAN 1,500 HOSPITALS HAVE ALREADY SWITCHED TO— 


Sterile Pack Surgical Gut 
Standard Lengths ATRAUMATIC® Needles 


NEW! Spiral Wound Gut 
now available in SURGILAR pack! 


Write for new catalog of hospital-tested products 
SURGICAL PRODUCTS DIVISION, AMERICAN CYANAMID COMPANY. DANBURY, CONN. 
PRODUCERS OF DAVIS & GECK SUTURES 
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Brighten the day 


for the chronically fatigued, the chronically ill, the conva- 
lescent, the apathetic and depressed older patient, the 
postpartum patient, the oversedated, the retarded child . 
with 
ita i hydrochloride 


(methylphenidate hydrochloride CIBA) 


a new mild antidepressant, chemically unrelated to the 
amphetamines. Ritalin brightens outlook and renews 
vigor—counteracts drug sedative effects—often improves 
performance in the elderly. In most cases, Ritalin does 
not overstimulate, has little or no effect on appetite, blood 
pressure or pulse rate. , 


Average dosage: 10 mg. b.i.d. ‘8 
Supplied: TaBLeTs, 5 mg. (y@fow}10 t blue), 20 mg. 
(peach colored). CIs A 
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